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ABSTRACT
Governing boards of Community Health Centers were created with the
anticipation that majority of its members be patients (users) of the Community Health
Center they served. This study assessed South Carolina Community Health Center
governing board members’ perception and understanding of what they believe their roles
and responsibilities are, and their perceived overall effectiveness. It provides a
framework for understanding the governance structure of Community Health Centers,
based on examining three characteristic areas (Board Function, Board Performance and
Board Development) of Community Health Centers located in South Carolina.
This study invited 234 governing board members to obtain members perceptions.
Key findings from 121 governing board members surveyed indicate that Board roles and
responsibilities are clearly defined; that Board members actively participate in the
decision making process and Board members participate in an appropriate and welldeveloped orientation. Recommendations from the findings include board members
should participate in annual self-driven assessments; establish and update measures to
ensure high performance; and assign mentor/mentee relationships to new members to
increase understanding of roles and responsibilities.
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CHAPTER 1: INTRODUCTION
Board governance is a crucial component of organizational capacity, efficiency
and overall effectiveness. Reports have indicated the importance of board governance to
the success of a health care organization in terms of quality of care and patient safety
initiatives (Meyers, 2004; Paine et al, 2004: & Sandrick, 2005). Two important elements
are involved in the overall discussion and review of governance of nonprofit
organizations: (1) authority or stewardship, which refers to the active oversight of
organizational governance, and decision-making by the board of directors; and (2)
accountability, which essentially is a requirement to explain and accept responsibility for
carrying out an assigned mandate and is particularly significant in organizations that
involve the public trust (Gregoire, 2000). In sum, the responsibilities that boards are
expected to meet are based on a legal requirement and on a moral assumption (Carver, J,
2006).
Governing boards of nonprofit organizations, including governing boards of
Community Health Centers (CHCs), also referred to as Federally Qualified Health
Centers (FQHCs) which is a reimbursement designation that is now used to distinguish
the community health center model, are groups to whom the community delegates
authority and resources so they can act as fiduciaries and guide their organizations with
caring, skill, and integrity (Laughlin & Andringa, 2007). CHC governing boards are to
represent the community served in order to speak to the communities’ needs. Governance
by and for the people served was and continues to be an essential and distinguishing
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characteristic of the health center program (US DHHS, HRSA, BPHC, Governing Board
Handbook, 2000). The consumer/patient governance mandate has been recognized for
allowing CHCs to be more responsive to the necessities of the communities and patients
they serve, but because these boards are self-maintained, the extent to which
representative patients – who many of belong to a lower social and income class – are
truly given a voice in the governance of CHCs is unclear (Wright, 2015).
While the purpose of the mandate was to form boards that would mirror the
communities that they served, board training and education to ensure board members
competencies related to governance was not included in the mandate by the legislation.
Some studies suggests that countless board members have limited preparation for
challenging demands including: translating values into clear statements of mission and
goals, shaping the organizations’ future directions, setting priorities, working together as
a team, and monitoring and assessing organizational performance (Bradshaw, Murray,
and Wolpin, 1992; Green and Griesinger, 1996; Herman, Renz and Heimovics, 1997). As
a result, limited resources are consumed inefficiently and needs of the people served
ineffectively (Bradshaw, Murray, and Wolpin, 1992; Green and Griesinger, 1996;
Herman, Renz and Heimovics, 1997). However, a study done in 2012 indicates that as
revenues from Medicaid have increased, federal grant funding have become available to
increase the number of uninsured patients health centers serve. Also, the federal
government has been able to invest grant dollars in new grantees, NAPS, and expanded
services. Counter to earlier studies, this more recent study argues that though there may
be limited resources, the use of the resources are being consumed efficiently and
effectively for the people served (Shin, Rosenbaum, and Paradise, 2012).
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Issues such as efficiency and effectiveness become serious policy-making
decision concerns for governing boards and the people or communities they serve, in
general; but can be significantly problematic for consumer-dominated governing boards.
Strengthening the effectiveness of boards in their governance responsibilities, whether
general or consumer-dominated, is commonly assumed to be an essential component for
improving nonprofit organizations. To fully understand board governance in the context
of CHCs requires an understanding of the evolution of these organizations relative to
board structure, roles, and responsibilities.
This current study will add to the literature on consumer dominated boards by
examining board member perceptions in critical areas, specifically board function, board
performance, and board development, that have been shown to influence the
effectiveness of the board and ultimately overall organizational effectiveness.
History and Significance of CHCs
Community Health Centers, one of the few remaining legacies of President
Lyndon B. Johnson’s declared “War on Poverty”, were created more than 50 years ago to
respond to the reality that the poor have fewer options in the healthcare marketplace and
are often shut out entirely from private medical practices (National Association of
Community Health Centers, [NACHC], 2005). They were designed to provide health and
social services access points in poor and medically underserved communities and to
promote community empowerment. The rationale was that a confluence of poverty and
racism had kept many Americans from accessing basic primary care (Wright, 2013).
Positioned in underserved regions, they uphold an “open door” rule, providing care
irrespective of an individual’s capability to pay. Subsequently, they provide health
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services to an unequal share of uninsured individuals and Medicaid recipients (Wright,
2013). Consistent with the community empowerment philosophy, federal funds for
CHCs flowed directly to nonprofit, community-level organizations, bypassing state
governments (Taylor, 2004).
In the mid-1960s CHCs, first funded as Neighborhood Health Centers, were
designed and administered with significant community involvement to ensure they
remained responsive to community needs. Funding was received in 1964 for the first two
neighborhood health center demonstration projects (Boston, Massachusetts in 1965 and
Mound Bayou, Mississippi in 1967). By the early 1970s, approximately 100
Neighborhood Health Centers had been established under the Economic Opportunity Act
of 1964, which was central to the Johnson Administration’s “War on Poverty.” With the
phase-out of the Office of Economic Opportunity in the early 1970s, the coordinating
responsibility for health centers was transferred to the Department of Health, Education,
and Welfare (HEW) (Taylor, 2004). HEW has since become the US Department of
Health and Human Services (DHHS). Within DHHS, the Health Resources and Services
Administration (HRSA), Bureau of Primary Health Care (BPHC) presently administers
the Consolidated Health Center program.
In addition, between 1968 and 1972, fifty-five (55) health centers were funded by
the Public Health Services within the Department of Health and Education and Welfare
under Section 314e of the Comprehensive Health Planning and Public Health Services
Act of 1966 (PL 89-949) (Sardell, 1983). Section 314e provided grants for innovation in
health services delivery, with; the decision to use some of this money to fund
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neighborhood health centers the result of intensive internal lobbying by a small number
of health reformers within the Public Health Service (Blumenthal, 1970).
In 1975, the Community Health Center and the Migrant Health Center Programs
were authorized under Section 330 of the Public Health Service Act. The guiding
principles established included: 1) focusing on the needs of the underserved; 2)
functioning as sites for comprehensive primary care, or as referred to in the 1960s, a
“one-door facility”; 3) providing high quality care, delivered by professional staff; 4)
involving the community; and 5) establishing partnerships between the public and private
sectors (BPHC, 2006).
In a coordinated policy decision by the then Bureau of Community Health
Services (now the Bureau of Primary Health Care), the CHCs and National Health
Service Corps (NHSC) programs combined forces and created the Rural Health Initiative
(RHI) (Martin, 1975). Beginning in 1975, RHI was a strategy to focus on rural health. It
combined the CHCs and NHSCs programs in a creative manner that recognized the
unique needs of rural areas. The RHI represented an adjustment of the basic community
health center model that was smaller, received less direct federal funds, and worked to
maximize third-party revenue (Medicaid, Medicare, private insurance, and self-pay).
RHIs would also receive priority for assignment of NHSC physicians.
In 1987, the Healthcare for the Homeless Program was established under the
Stewart B. McKinney Homeless Assistance Act (BPHC, 2006). The services to homeless
people included emergency shelter, transitional housing, job training, primary health care,
education, and some permanent housing. This Act led way to the 1992 Amendment to the
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McKinney Act which authorized Health Center programs to target homeless children
(BPHC, 2006).
In 1993, the Public Housing Primary Care Program was established under the
Disadvantaged Minority Health Improvement Act of 1990. Public Housing Primary Care
Program supported the provision of accessible and comprehensive preventive and
primary health care services to residents of public housing. Health promotion and disease
prevention were emphasized, and primary health care services were provided on the
premises of public housing developments or at other locations immediately accessible to
residents of public housing (BPHC, 2006). The Health Centers Consolidation Act of 1996
brought together the community, migrant, homeless, and public housing primary health
care programs under one authority. Finally, in 2002, Health Care Safety Net
Amendments reauthorized the Health centers programs through 2006. This amendment
also consolidated the Health Care for Homeless Children program into the Consolidated
Health Center program.
The distinguishing mission of the Health Centers Program is to empower
communities to solve their own local access problems and to improve the health status of
the underserved by building community-based primary care capacity and by providing
case management, home visits, outreach, and other enabling services. Health Centers
offer high quality, prevention-oriented, case managed, family-focused primary health
care that result in appropriate and cost-effective use of ambulatory, specialty and
inpatient services. Primary health care is delivered for all life cycles, and includes a full
range of health services, regardless of an individual’s ability to pay.
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CHCs receive federal funding from, and must report to, the Department of Health
and Human Services (DHHS) Health Resources and Services Administration (HRSA)
Bureau of Primary Health Care (BPHC). These federal awards have important clinical,
programmatic, fiscal, and governance requirements to assure that the awards are used
properly to address the health care needs and problems of the community they serve.
In the period from 2001 to 2006, the number of uninsured patients getting care at
health centers grew by 2 million people. During that time, it was projected that the
number of uninsured Americans would be 60 million by 2010. Recognizing this,
Congress made a significant investment in Federally Qualified Health Centers (FQHCs),
perpetually allowing the program and committing $11 billion in a FQHC Trust Fund as
part of the Affordable Care Act to address the country’s uninsured and underinsured
populations (Hall, 2011).
Today, the problems of poverty and the lack of access to health care that inspired
the creation of the first CHCs still exist, but the health care system has become
increasingly intricate, creating a challenging fiscal environment requiring economic
expertise for effective governance (Wright, 2013). As the population increases, as people
wrestle with job dislocation and income disparities, as insurance costs rise and millions
lose health care coverage, as fewer physicians provide primary care, as political leaders
confront the challenge of providing health care, America’s community health centers
must continue to be classified as the “safety net provider” in addressing these challenges.
The boards of these centers must be equipped with the requisite knowledge, skills, and
abilities to meet the challenges of an ever-evolving health care environment, while
maintaining the integrity of the mission the centers were created to fulfill.
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Health Benefits to the Community
Access to health care in the neediest communities across the United States can be
facilitated by Health Centers. While the term “Health Center” can be applied to a diverse
range of public and non-profit organizations and programs, all Health Centers recognized
as FQHCs are community-based providers of comprehensive and primary preventive
health care that are intended to offer services to medically underserved populations
(BPHC, 2006). Many of these Health Centers also offer comprehensive dental,
pharmaceutical, mental health and substance abuse, and other nonclinical services that
facilitate and enable the use of health care, such as transportation, language translation,
outreach, home visits, and health education (NACHC, Fact Sheet, 2007). These services
which, though vital to increasing access to care, are seldom reimbursed by most payers
(NACHC. Chart Book 2009). As a result, CHCs improve access to care for 17 million
people across the nation, including 1 in 5 low income and uninsured individuals, 1 in 9
Medicaid beneficiaries, and almost 1 in 4 of low income minorities (NACHC, Fact Sheet,
2007).
Over the years CHCs expanded their reach as the health care landscape became
increasingly inaccessible for underserved populations. As a result the number of patients
treated by health centers increased by 46% between 1999 and 2004, the most significant
and rapid growth in the program’s history (NACHC, 2004). CHCs are located in more
than 3,500 communities across the nation, serving 25 million patients, in over 1,200
community-based organizations in over 9,200 clinic locations (NACHC, Fact Sheet,
2017). Specific to South Carolina, at the end of 2018, CHCs provided medical services
for 411,305 patients at 200 sites located in 38 of the 46 counties in the state (NACHC,
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2018). According to the SCPHCA, even though there is not a CHC physically located in
every county, they have been providing services to patients/clients from all counties.
Because many individuals and communities continue to be underserved due to the rural
nature of the state and the lack of a sufficient public transportation infrastructure, CHC’s
are increasingly utilizing telehealth to better meet the needs of their patients’ and to
overcome persistent clinical workforce shortages. Because CHC’s are required by law to
offer comprehensive services in areas of high need, many are using telehealth to address
geographic, economic, transportation, and language barriers to access health care.
Governing board members must be educated and knowledgeable about the ever changing
advancements in telehealth and global expansions to the health care industry (NACHC,
2020).
Research indicates that Health Centers improve health outcomes; reduce or even
eliminate health disparities among their patients by providing comprehensive, affordable
care that is responsive and customized to the low-income, racial and ethnic minority
communities they serve; and lower the use of costly hospital inpatient and emergency
services (Proser, 2005). The Institute of Medicine (IOM) 2002 landmark report, Unequal
Treatment, recognized the importance of Heath Centers in increasing access to care and
in improving health outcomes for all patients, especially minorities. A study in Health
Affairs concluded that the expanding health centers program will likely contribute to
reducing national disparities for racial/ethnic minorities and the uninsured (O’Malley,
2005).
In 2015, Health Centers across the nation provided more than 60 million
encounters, 521,913 mammograms, over 1.8 million Pap tests, and 2.75 million
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encounters for immunizations, as well as nearly 475,000 HIV tests and counseling,
perinatal and delivery care for 350,000 women and translation services to more than 3.8
million patients. Currently CHC’s, receive 81.5% of the total program appropriation of
the Consolidated Health Center Program (DHHS, 2018). Today, CHCs/FQHCs provide
care for approximately 25 million patients, nearly 72% of whom are in poverty and either
uninsured (24%) or enrolled in Medicaid (49%) (NACHC, 2018). These centers accept
all patients regardless of their ability to pay and provide enabling services that reduce
barriers to health care access.
Economic Benefits to the Community
Health Centers benefit the communities in many ways and aspects. They play a
pivotal role in providing jobs and significant employment. Most of the 60,000 employees
of health centers are residents of the communities they serve, and in many of those
communities, the centers are often the largest employer. They are forces of economic
development for their communities, spending nearly $5 billion a year, with combined
payrolls equaling $3.5 billion, and generating almost $20 billion in economic output for
low-income communities across America. They also serve as essential partners in their
communities, assisting in attracting or retaining businesses, including other physicians,
pharmacies, or diagnostic services-even local hospitals and also other local businesses.
They help in maintaining a sense of community, giving residents a feeling of pride and
helping to revitalize their communities. In addition, CHC’s afford a training base for
community leaders and way of including residents and citizens in the political process
and system. Because of these health centers, more than 25,000 governing board members

10

are gaining information pertaining to business and civic skills needed to oversee sizable
corporations (NACHC, 2003).
As the United States population increases and lives longer, as people wrestle with
job dislocation and income disparities, as insurance costs rise and millions lose health
care coverage, as fewer physicians provide primary care, as political leaders confront the
challenge of providing health care, America’s CHCs must continue to be classified as the
“safety net provider” in addressing these challenges.
As of 2018, there were 1200 CHC/FQHC grantees providing health care for
nearly 25 million patients at some 9200 delivery sites (NACHC, Fact Sheet, 2018). The
South Carolina Primary Health Care Association (SCPHCA), is the membership
organization for federally qualified health centers (FQHCs) in South Carolina. The
members include Community Health Centers, Migrant Health Centers, Health Care for
the Homeless Grantees, and Public Housing Primary Care Grantees, all of whom strive to
meet the health care needs of the uninsured and underserved. With over 200 sites
statewide, FQHCs provide affordable, comprehensive primary care to over 400,000
medically-underserved individuals, including over 123,000 Medicaid beneficiaries in
South Carolina. The program is overseen by HRSA’s Bureau of Primary Health Care
(BPHC) (SCPHCA, 2019). When this research study was started there were nineteen
CHC’s in South Carolina. Currently, there are twenty-three plus CHCs located in the
state of South Carolina.
Existing research has indicated that several factors influence or impact board
effectiveness. These factors include the individual member component or attributes,
board development and education, board function and board performance. The roles and
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responsibilities of non-profit governing boards have been well documented in the
literature, however there has been limited research conducted to assess Community
Health Center governing boards perception and understanding of what they believe their
roles and responsibilities are, and their perceived effectiveness. Given their historical
significance, potential health outcomes and benefits to the community, it is important that
CHC governing boards possess competencies and skills that enable them to make
appropriate decisions in regard to the current and future status of the organization.
This research will add to the literature by providing a framework for the
understanding of how CHC board members perceive the governance structure of these
organizations and their effectiveness. The purpose of this study is to provide a descriptive
analysis of the board members’ perceptions of their function as a board to include their
roles, responsibilities, and duties; their performance as a board; and their development as
board members, all to achieve board effectiveness.
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CHAPTER 2: LITERATURE REVIEW
Board Governance
Historical Progression of Board Governance
While board governance has been in existence for centuries, their initial
institution was in coalition with that of businesses. The emergence of modern
corporations subsequently was observed after the ending of the Civil War (Pointer and
Ewell, 1994). During the evolution of corporate entities, the responsibilities of operating
a business became increasingly difficult, expenditures and overhead were massive and
challenging to insure, and producing funds to preserve company’s sustainability involved
innovative and improved tactics. Because of this immediate need to create a steady flow
of financial resources, stocks were sold to individuals legally through assemblies
identified as corporations. This behavior came into fruition when it was obvious that
stakeholders required a means in which to guard their benefits. Additionally, it became
apparent that there was also a need to monitor the activities of the corporation to
safeguard the owners. Corporate governing boards became the solution for the
guardianship desired (Pointer and Ewell, 1994). Nevertheless, this was just the beginning
of the topic of governing boards, because there would be the need for establishing
governing boards for organizations of for-profit and boards for those of a more
benevolent non-profit nature.
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For-Profit and Non-Profit Governing Boards
There are several similarities identified in the literature discussing and outlining
for-profit and non-profit governing boards. The literature suggests that individuals may
incorrectly perceive that for-profit and nonprofit governing boards are different in their
commitment to their overarching purpose (i.e., that for-profits would be focused
primarily on financial return and nonprofits have a higher dedication to mission).
However, research indicates that viable achievement for an organization of any size or
type must be established on a solid foundation sustained by a well stated and understood
mission, concrete governance values, firm adherence to a long-term set of core standards,
respect for all people, and readiness to embrace change and adjust as necessary (Collins
and Shaw, 2016). All for-profit and non-profit boards have three fundamental duties;
these are the duty of care and the duty of loyalty and duty of obedience. These
fundamental obligations will be explored in depth more in the literature review.
Based on empirical evidence, one of the most important responsibilities of both
for-profit and non-profit boards is to select and evaluate the organization’s CEO—and in
the unsuccessful circumstance when a CEO is not performing, to replace him or her in a
timely manner (Collins and Shaw, 2016). Other areas of similarity among for-profit and
non-profit boards include: guaranteeing that operating policies exist; that accurate
financial statements are prepared and distributed; that financial resources are properly
secured and allocated to accomplish short and long-term goals and objectives; that
administration’s actions are in the best interest of stakeholders; that essential policies and
procedures inspire authorized and moral compliance; and that a progressive culture exists
throughout the organization. The literature confirms that all governing boards have an
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obligation to select proficient board members; create and sustain board diversity; assess
the board’s performance annually; and provide ongoing or continuing education and
training resources. Members of governing boards have the distinct honor of serving
delegates for the organization they serve and, as expertise and interests permit, chances to
be a tutor, discipline professional, and trusted confidant to the CEO (Collins and Shaw,
2016).
For-Profit vs. Non-Profit Governing Boards
In conducting the literature review, evidence confirms that there are many
differences among for-profit and non-profit governing boards. For example, a for-profit
governing board is made up of directors that represent the interest of the shareholders
(i.e., the owners) of the entity. A non-profit institution does not have shareholders, by
definition, because it is not owned; however, it does have a board of trustees, directors, or
governors (terms that are used interchangeably) who represent the individuals they served
who can be considered stakeholders. There are three key areas of differences in for-profit
and non-profit governance observed in the literature. These major areas include the
mission, financial metrics, and governance.
The literature suggest that non-profit organizations devote too much energy on the
day-to-day operational problems, including fundraising and achieving budgets, and lose
sight of their mission. Non-profit governing boards exists to accomplish social or service
goals, and must stay focused on those goals. In general, because non-profit organizations
lack the issue of a profit and loss (P&L) statement, developing a mission and measuring
progress against it is a critical and different task for non-governing boards. In the case of
for-profit governing boards, it is argued that the organization’s foremost goal and
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mission is to earn an appropriate return on invested capital for its shareholders, but the
organization, of course, also provides ancillary services. The non-profit organization
functions in the space between government-assisted services and for-profit ones. Absent
the discipline of the financial market on the one hand and government mandate on the
other, special clarity is needed to effectively allocate financial resources and monitor how
they are spent. These tasks bring us to the mission and mission accountability (Epstein
and McFarlan, 2011).
Existing literature indicate that the financial metrics and incentives are
significantly different between for-profit and non-profit organizations. The income
statement, earnings per share (EPS), and growth in market capitalization are extensively
focused performance indicators and vital components of long and short-term
administrative performance assessment and compensation in the for-profit entity (Epstein
and McFarlan, 2011). The literature offers no correlations for these matters in the nonprofit sector. However, research acknowledges that there is a need for for-profit financial
expertise on non-profit governing boards. Members of non-profit governing boards have
to be sensitive to the different degrees in financial reporting and to the role of finance in
the non-profit arena. “Philanthropy” is an additional source of funding for non-profit
organizations and exists in various forms such as annual giving, capital campaigns, and
planned giving. Studies imply that “Cash flow” is essential, and annual giving and capital
gifts are critical to financial viability. Because of financial reporting metrics, the forprofit sector tends to focus more on short-term performance. Meeting the quarterly
earnings targets, the annual earnings goal, and the steady drumbeat of the stock price all
drive a short-term orientation (Epstein and McFarlan, 2011). Conversely, the heart of

16

non-profit organization financial activities is the annual budget, its forecast of revenues,
and the difficult decisions it has to make about various expenditures. Monthly
assessments concentrate on success in meeting cost and revenue targets where variances
against budget are analyzed repeatedly.
In researching the key area of governance, the roles and incentives of non-profit
board members couldn’t be more different from those on for-profit governing boards.
For-profit board members are financially well compensated for their service and time
with not only attractive allowances and board meeting attendance payments, but company
stock also. Because of this, they have a vested interest in stock prices and the company’s
economic performance. As board members complete their term or if the company is sold,
the relationship between the director and the company often comes to an end (Epstein and
McFarlan, 2011). Non-profit governing board members roles and motivations are quite
different. Not only is there no compensation, but, because of the philanthropic
characteristic, their monetary compensation is often deeply negative. Unlike the for-profit
governing board, where time demands are somewhat expected, the longer a board
member remains on a non-profit board, the more time is required until exhaustion
becomes a real situation. Emotional engagement is one real advantage of non-profit board
governance. Though meetings can be long and sometimes intensive, the belief that you
are positively changing a community is a very powerful boost that helps overcome a lot
of frustration. In some cases according to Epstein and McFarlan, appropriate engagement
with a non-profit is often a lifelong arrangement. When a board member terms ends, the
organization makes sure you’re involved for the rest of your life. Former board member
meetings and honorary board membership titles are given and used as tools the non-profit
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uses to keep the link for philanthropic and ambassadorial purposes (Epstein and
McFarlan, 2011).
Even though the literature states the above, in general, for non-profit governance,
several of the areas do not apply to Community Health Centers. In the areas of mission
and financial metrics to be exact. CHC governing boards are mission focused and driven.
Also, FQHCs governing boards are required to approve financial statements that include
balance sheets with profit and loss statements. FQHCs also strive to make a profit in
order to sustain; the difference is their profit goes back into the organization instead of
the stakeholders (for-profit) (SCPHCA, 2020).
For-profit board members are selected based on their executive, industry, and
functional capability, but without respect of their net worth or capacity to financially
support the organization. The literature also suggest that it is common for privately
family-controlled corporations to have their boards composition populated by a mix of
family members and independent trustees. Board member diversity (e.g., gender, socioeconomic background, race, religion, nationality) has become an essential factor to assist
broadening and enhancing for-profit and non-profit board discussions, to better mirror the
demographic of the customers served, and to meet the interests of officials and investors
(Collins and Shaw, 2016).
Even though many non-profit governing board members are also selected based
on their career accomplishments, area of expertise, and civic leadership, the ability to
offer fiscal support is a primary consideration, particularly if the non-profit organization
relies on donations to fund their operating budget and capital expenses. Because of this,
the literature states that it is not uncommon for some non-profit organizations to “invite”
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an interested member of a well-known or wealthy family to serve on the board; according
to this study, this does not occur on the boards of public companies (Collins and Shaw,
2016).
Board Chair/CEO Relationship Similarities and Differences
The literature indicates that the board chair of a non-profit organization is mostly
a volunteer. The relationship between the board chair and the CEO/executive
administrator is a very significant and delicate one. The research implies that the board
chair turnover rate is more frequent than that of the CEO. This shows that the CEO not
only has a deeper understanding of the functioning tones, but is also more intuitive
regarding issues and how they are playing out. Nevertheless, the board may select a new
chair who may have a different agenda for the organization and sets different priorities
than the former chair, which can lead to significant disagreements among the chair and
CEO (Epstein and McFarlan, 2011). In conducting the literature review, evidence exists
that while a nonexecutive chair of for-profits is very common in the United Kingdom and
Australia, this position is still evolving in the United States. However, the unpaid
nonexecutive chair has always existed in non-profits. The relationship between the chair
and the CEO in the non-profit sector is the most vital relationship in the organization. The
general points of this relationship include the following:
•

The governing committee is responsible for implementing board
governance processes. Its members evaluate and select the CEO;

•

Board chair selection must be taken seriously. The chair needs to have the
board’s assurance, a good working relationship with the
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CEO/administrator, and a clear understanding of the organization’s
mission and operational challenges; and
•

The CEO is the organization’s principal leader and primary face of the
organization, whereas the chair is relatively invisible and must remain
focused on overall governance of the organization.

Non-Profit Governing Boards
During the mid- 1920s the “New Era social philosophy on governance” became
evident with focused “efforts to educate trustees and improve board performance” (Hall,
2003). In the 2003 publication “A History of Nonprofit Boards in the United States”,
described how interest about various aspects of organizational governance evolved to the
forefront during the 1930s. It was revealed that the range of concerns for board
governance had broadened to include how meetings were conducted, how committees
were structured, professional staff management, management and responsibility of
finances, public relations that included relationships and activities with social agencies
(Hall, 2003).
In the United States, the law ultimately holds the boards of non-profit
organizations responsible for the affairs and conduct of the organization. The objective
of this law is to set a higher standard of accountability for the leadership and the
governing boards of organizations that have been granted the right and privilege of
contributing to the welfare of our society. In order to carry out their roles and
responsibilities, effectively, boards require a range of competencies in governance,
especially skills in planning for the future, formulating strategic goals and policies, fiscal
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and human resources management practices, gaining political support, and monitoring
organizational performance (Carver, 1990; Houle 1989; O’Connell, 1985).
Covering a wide array of organizations, non-profits span hospitals (half of which
are non-profits), schools, colleges, museums, professional service organizations, social
service organizations, and so on. They improve the lives of individuals, members,
organizations, communities, and society as a whole. Not only are business leaders on
non-profit boards, but increasingly they are leading the organizations more than are those
from traditional social service backgrounds. Recent surveys of Harvard Business School
alumni, for example, show 80% or more being involved with non-profits during their
careers and more than 50% serving or having served on one or more non-profit boards.
These organizations vary in size from small community music schools to multibilliondollar health organizations.
Healthcare Governing Board Evolution
Because the research instrument used in this study stemmed from a previous
research survey that examined “Characteristics of Small and Rural Acute Care Hospital
Boards In South Carolina” (Adams, 2007), it seemed most appropriate to include
literature regarding other governing boards of healthcare entities, specifically hospital
governing boards. Hospital boards can be categorized as for-profit or non-profit with the
non-profit being defined further into either private or public (Adams, 2007). For-profit
boards represent business organizations or corporations and involve in paying dividends
to their stockholders. Non-profit boards with a private status are associated with
corporations that maintain a charitable purpose, are classified as 501 (c) (3) organizations
and have no stockholder ownership. Public or governmental boards are elected or
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appointed and are bound by certain legal requirements not required of the for-profit and
non-profit private boards (Carver, 1997).
Non-profit governing board organizations, commonly called voluntary boards, are
responsible for the ownership of the organization. Even though they are considered
voluntary, the demands of their roles and responsibilities are not affected by whether or
not they are rewarded financially (Carver, 1997).
During the mid-1980s, corporate restructuring, considered as intermediate in the
hospital industry, began to occur. This resulted in non-profit health care organizations
taking on features and behaviors that were similar to those of the business corporate
world (Alexander et al., 1988). These characteristics and practices also stretched into how
the governing boards were beginning to be altered. During the late 1980s and early
1990s, the beginning of managed care assisted to motivate vital changes in health care.
The deviations required hospital governing boards to make necessary changes in
becoming familiar to an increasing business environment in which health care found
itself (Pointer and Orlikoff, 1999).
The article The Effects of Corporate Restructuring on Hospital Policymaking
(Alexander, et al., 1988), conveyed a sorting of hospital boards based on a review of
literature at the time. The authors acknowledged two different types of boards as
described in Table 2.1.
TABLE 2.1: Governing Board Types (Alexander et al, 1988)
PHILANTHROPIC
CORPORTATE
Large Board Size
Small Board Size
Wide Range Of Perspectives/Backgrounds Narrow, More Focused
Perspectives/Backgrounds
Small Number Of Inside Directors
Large Number of Inside Directors
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Little Management Participation On
Board
No Formal Management Accountability
To Board
No Limit To Consecutive Terms For
Board Members
No Compensation For Board Service
Emphasis On Assets Preservation

Active Management Participation on
Board
Direct Management Accountability to
Board
Limit to Consecutive Terms for Board
Members
Compensation Provided for Board Service
Emphasis on Strategic Activity

The philanthropic-model apparently acts like Boards of Trustees, preserving the
assets of the organization and acting like a fiduciary agent for the community (Alexander
and Lee, 2006). Hospitals had traditionally viewed themselves as being a philanthropic
model of governance, which involved the participation of a large board in which
community values, stewardship, and protection of the mission were emphasized. The
hospital board served as the linkage for connecting their organization to their community
with an expected responsibility of obtaining resources that were sometimes needed for
the hospital to operate (Pheffer, 1972). Compared to the corporate model, which
demonstrated more emphasis on the involvement of management, the philanthropic board
was smaller. In reviewing the literature, it provided more evidence to the historical
connection to hospital governing boards and community health center governing boards.
It seems that the fundamental principles of community health center boards were derived
from the philanthropic model of governing board types.
Community Health Center Governing Boards
Community Health Centers (CHCs) were designed to provide health and social
services access points in poor and medically underserved communities and to promote
community empowerment. The expectation and goal as the centers were created was that
community groups would operate the health centers. In general, it was expected that an
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organization diverse in its board and staff would be more sensitive to the needs of the
community (Holland and Jackson, 1998). Board diversity should also enhance a sense of
participation, because the management represents the community it serves. An
organization such as that will have the possibility to work effectively and efficiently
(Holland and Jackson, 1998).
Established over 50 years ago, the neighborhood health center demonstration
projects all had consumer advisory boards; and the roles and responsibilities of these
boards were unclear in respect to the relationship between the consumers and governing
boards. It was apparent that community representatives often had different perspectives
on the health center’s purpose (May, Durham and Kong-ming New, 1980).
In 1975 health center legislation mandated that instead of a consumer advisory
council, that each health center have a consumer-dominated governing board (51%
majority user/consumer of the health center) as the grantee of federal dollars. This
mandate for consumer participation in health policy decision-making was written into the
legislation because it was supported by health center consumers, bureaucratic officials
who administered the federal program and key health representatives in the Senate and
House during this time. Because governing boards of CHCs are representative of their
community and users, the question of whether or not they completely understand the
complexity of an ever changing health services environment is a critical one that needs to
be addressed. The theory of consumer involvement or participation in health policy
decision-making was believed to be a successful form of “community control” and that
consumer advisory councils were “unworkable” (House Committee Report, Telephone
Interview1979). There is extreme pressure on all governing boards, not just CHCs, for
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increased accountability, transparency and sophisticated management skills while
meeting the original expectation of community representation and oversight and avoiding
conflicts of interest.
Current Community Health Center Problems/Issues. Community Health
Centers and their ability to link and partner with external organizations and communities
across the United States have proven to be beneficial to the health care industry.
Examples include increased partnerships with hospital systems; community’s
examination of strategies for continuum of care; systems tendency to be more financially
stable than independent organizations; and insurers, especially Medicaid, supporting the
community health center’s approach to the provision of health services (SCPHCA 2010).
The listed benefits, however, do not address issues and problems facing CHC’s (Zuvekas,
2005). Common problems facing CHC’s and CHC’s governing boards are listed in Table
2.2 (Zuvekas, 2005 and SCPHCA 2010).
TABLE 2.2: Issues/Problems of Community Health Centers and Governing Boards
Community Health Centers

Governing Boards

Uncertainty of State’s Medicaid Program

Establishment and maintenance of good
working relationship with CEO to drive
high performance of Clinical Staff
Recruitment and retention of medical
providers and other essential
professionals
Effective and efficient responsiveness to
health care issues or concerns of current
patients and community
Level and understanding of complex
financing systems

Shortage of health care providers, nurses,
and allied health professionals
Access – pharmacy, transportation,
specialty services (uninsured and
underinsured)
Funding –
• Provision of care to a growing # of
uninsured and underinsured
population
• Protection of CHC reimbursement
structure
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•

Identification of additional,
diversified sources
• Increase operational efficiencies
(Zuvekas, 2005, SCPHCA 2010, Pallarito, 1997)
Challenges facing governing boards of CHC’s include the need to establish and
maintain a good working relationship with the CEO and increasing their level of
understanding of complex financing systems (Pallarito, 1997). The medical director is the
link between the clinical departments of the CHC to the CEO and governing board
(Cochran & Peltier, 2003). The interaction between the CEO and the board, participation
in reporting to the board, working relationship with the board, and responsiveness of the
board to medical matters are essential to an effective and efficient operation of a CHC.
CHC Board Governance Requirements. All Health Centers must meet specific
requirements to receive funding from the Consolidated Health Center Program. These
conditions are meant to protect the founding principles of a federally funded center, and
are provided as a model of how any community health center might ensure it has a board
that embodies the community it serves. Health Centers receiving section 330 grants must
be governed by a board of directors. The board must include a majority of active,
registered clients/consumers (users) of the health center who are representative of the
population served by the center. This means that at least 51% of the board must be
patients of the center, with at least one visit in the preceding 2 years (Public Health
Service Act). Furthermore, the board as a whole is required to “represent the individuals
being served by the center”. According to the Health Resources and Services
Administration (HRSA), which administers the CHC/FQHC program:
“Since the intent is for consumer board members to give substantive input into the
health center’s strategic direction and policy, these members should utilize the health
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center as their principal source of primary health care [Additionally,] the board should
be comprised of members with a broad range of skills and expertise. Finance, legal
affairs, business, health, managed care, social services, labor relations and government
are some examples of the areas of expertise needed by the board to fulfill its
responsibilities (Bureau of Primary Health Care 1998).
The board composition should mirror the following federal requirements listed in
Figure 2.1.
HEALTH CENTER BOARDS – FEDERAL REQUIREMENTS
▪

At least 51% of the board members must be users of the health centers;

▪

The board must have at least 9, but no more than 25 members;

▪

Half of the non-user board members (remaining 49% or less) cannot earn
more than 10% of their annual income from the health care industry;

▪

The remaining members must represent the area served by the health center
and have expertise in community affairs, federal, state, and local
government; accounting; health administration; health professions;
business; finance; banking; legal affairs; trade unions; insurance; and
personal management as well as social services (i.e., religion, education,
and/or welfare);

▪

Board members must be reasonably represent the individuals served by the
health center in terms of demographic factors:
o Ethnicity
o Race
o Sex
o Migrant/seasonal farm-worker (if the center receives Federal
migrant health grant funds); and

▪

No board member may be an employee of the health center or the spouse,
child, parent, brother, or sister by blood or marriage of a health center
employee
(US DHHS, HRSA, BPHC, Governing Board Handbook, 2000).

FIGURE 2.1: Federal Requirements of Health Center Boards
CHC governing boards should represent the community served in order to speak
to the communities’ needs. Governance by and for the people served is an essential and
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distinguishing characteristic of the health center program. In general, an organization that
is diverse in its board and staff is more sensitive to the needs of the community (Holland
and Jackson, 1998). Board diversity should also enhance a sense of participation, because
the management represents the community it serves. An organization such as that will
have the possibility to work effectively and efficiently.
CHC governing boards must be composed of majority consumers of the health
center and prior studies suggest that consumers lack professional skills relevant to
governance, which may make programs less efficient, and may ultimately be ineffective
as members (Wright, 2013, Howell, 1998). While the burden of providing health care for
the underserved is a significant element of the CHC model, it is just as important for
health centers to remain solvent and competitive in today’s complex health care system.
According to Wright, majority of CHC patients are low-income, uninsured, and likely to
be poorly educated, it is implied that majority of board members may indeed lack the
expertise needed to govern effectively, and might contribute to making some CHCs
operate inefficiently (Wright, 2013).
Driving this current work are the individual factors of board members and
whether they are as Wright (2013) suggest in his characterizations of CHC board
members as poorly educated, low income consumer incapable of operating the boards of
these organizations efficiently and effectively. In addition to individual factors
documented in the literature, board functioning factors, board performance factors, and
board development factors are all examined in painting a picture of the perceived
effectiveness of CHC board governance.
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Individual Factors
Board member diversity (e.g., gender, socio-economic background, race, religion,
nationality) has become an essential factor to assist broadening and enhancing for-profit
and non-profit board discussions, to better mirror the demographic of the customers
served, and to meet the interests of officials and investors (Collins and Shaw, 2016).
Research indicates that individual factors or demographics of a governing board may
impact the effectiveness of board governance and improve board diversity issues (Daley,
2009 and Inglis, 1999). Diversity concerns emphasize the participation of individuals that
have not conventionally been involved, including the low-income population, patients,
ethnic minorities, and inexperienced board members (Walt and Ingley, 2003). In
examining the literature, board diversity is treasured by some, accepted by others, and its
value is questioned by others (Daley, 2009).
According to Inglis, individual factors or the diversity of these factors should
impact overall board effectiveness. These factors can include gender, racial/ethnic
background, age, income level, education attainment, as well as measures of abilities,
knowledge, and experiences. Inglis suggests that exploring the appointment of board
members with different professional backgrounds, levels of education, age, gender and
ethnicity, develops an organization describing what is meant by diversity on the board
and its implications for board performance and effectiveness (Inglis, 1999). Inglis
included individual factors in a framework that examines Board Roles and
Responsibilities and will be discussed further in this chapter. Board arrangement is
considered in terms of empirical evidence highlighting the criteria used in appointing
governing board members and the associated implications of board dynamics (Walt and
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Ingley, 2003). Issues raised include the influence of these on board performance and the
ability of individual members to make an effective contribution as board members.
Findings suggest that board governance can be improved with more diverse
membership, but only if the board behaves inclusively and there are policies and
procedures that allow the diverse members to have an impact.
Board Functioning Factors
Governing Boards continue to be called on for authority and leadership
responsibilities. Included among those responsibilities are decisions about organizational
missions, programs, financing, and the performance of its work. Boards are to monitor
center performance and delegate to the CEO board’s decisions and directives. Ideally, the
essential role of governing boards is assuring that nonprofit organizations are missiondriven, governed by a board of citizens responsive to the needs of the community they
serve, based on the values of philanthropy, community and diversity, operated in an
ethical and practical manner, and allowing citizens an opportunity to participate in the
civic life of the community (Carver, J, 1990, Herman RD, 1997).
Board Roles, Responsibilities
The complexities of dual or shared leadership between staff and volunteers in
nonprofit organizations directly relate to the roles and responsibilities assumed by the
governing boards. Boards will always be called upon for governance and leadership roles
and responsibilities. The literature suggests that these responsibilities include decision
making about organizational missions, programs, financing, and performance evaluation
of its progress. Boards are responsible for delegating implementation to staff while also
monitoring staff performance (Bradshaw et al, 1992). Several researchers (Carver, 1990;
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Taylor et al,. 1996) argue that governing boards that perform their roles and
responsibilities (i.e., developing and revising the mission/purpose; selecting and
supporting the CEO; and strategic planning) more effectively will contribute to increased
overall organizational effectiveness. However, studies have shown that many nonprofit
governing boards fail to meet their roles and responsibilities (Fink, 1989; Hall, 1990; &
Middleton, 1987).
The nonprofit management literature identifies several definitions of roles for
governing boards (Alxelrod, 1994; Carver, 1990; Dunlop, 1989; Houle, 1989; Soltz, 1997),
with research related to board roles exploring some of the prescriptions and ideas to see
what previously held assumptions and new understandings are supported. Such research
has included defining the roles of the board member and senior staff person and how these
roles relate to the prescriptions in the normative literature, how the roles are perceived by
various constituents or stakeholders in the governance process, and what framework or
theoretical models may help with understanding the nature of the various roles (Bradshaw,
Murray, and Wolpin 1992; Chait and Taylor, 1989; Harris, 1993; Harvey and Zamparo,
1994; Hemimovics and Herman, 1990; Herman, 1985; Herman and Renz, 1998; Inglis,
1997; Widmer, 1993).
Axelrod (1994) and Soltz (1997) developed lists of roles and responsibilities of
governing boards (Table 2.3).
TABLE 2.3: Roles and Responsibilities of Governing Boards
Axelrod, 1994
Determining the mission and purpose
Selecting and supporting the CEO
Reviewing the CEO’s performance

Soltz, 1997
Selecting, supporting, and evaluating the
chief administrator
Reviewing and protecting the mission of
the organization
Driving the organization’s planning efforts
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Planning for the future
Approving and monitoring the
organization’s programs and services
Providing sound financial management
Enlisting financial resources
Advancing the organization’s public
image
Strengthening its own effectiveness as a
board

Serving as fiduciary representative of the
organization
Ensuring the financial solvency of the
organization
Serving as ambassador and spokesperson
for the organization
Evaluating the organization’s program
regularly
Communicating the community and the lay
perspective to the organization
In internal conflict, serving as a final court
of appeals
Self-assessing periodically

In 1992, Bradshaw et al., identified seven roles and areas of responsibility in an
assessment by the chief executive officer (CEO) in a study of board performance in
Canadian nonprofit organizations. The findings included high ratings of the CEOs to the
role of fiscal responsibility, high ratings of the CEOs to strategic direction, and high ratings
to the development and delivery of programs. These findings helped develop a framework
that supported a theoretical perspective for roles and responsibilities of governing boards
in four major areas (Inglis, 1999):
1. Mission – roles associated with fiduciary responsibility and how the
organization defines and conducts itself, including roles pertaining to the
mission, accountability to members, ensuring policy decisions reflect the
mission, ethical responsibilities, and the following charters.
2. Planning – roles related to financial planning and budget allocations,
human resources, and long-range plans and strategies.
3. Executive Director – roles for the board related to hiring the executive
director, ensuring executive director performance, and fulfilling legal
responsibilities.
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4. Community Relations – roles associated with developing and delivering
specific programs and services, representing the interests of certain
constituents or groups, raising funds, and engaging in advocacy and
community relations.
The four areas lend empirical support to roles and responsibilities defined in the
nonprofit management literature as being significant for governing boards to address. In
addition, the roles reflected in the factors are illustrative of a theoretical framework for
viewing the scope of board roles and responsibilities (Inglis, 1999). Cautious support for a
relationship between the effectiveness of the board and the effectiveness of the
organization has been shown (Herman and Renz, 1998; Jackson and Holland, 1998), thus
emphasizing the need to understand the roles and responsibilities assumed by the board of
directors.
According to Dr. David Renz from the Midwest Center for Nonprofit Leadership,
the core functions of governing boards are to 1) lead; 2) establish policy; 3) secure and
manage resources; 4) manage CEO performance; 5) link with constituents/stakeholders;
6) ensure and enable accountability; and 7) ensure board effectiveness. To ensure a high
level of board performance and effectiveness, governing boards must: (Renz, D, 1997)
•

Recruit and select qualified committed members to the board;

•

Establish and monitor compliance with polices to guide board operations;

•

Clarify board roles and responsibilities in helping the organization accomplish it
mission, vision, and long term goals (including distinctions between governance
and management roles in the organization);
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•

Prepare and educate members to work and serve effectively (including
orientation, member education, ongoing information and education sessions);

•

Establish and regularly refine a functional, effective board design (structure and
process for board and all subsidiary entities); and

•

Engage in regular self-assessment and development planning (including
individual member performance feedback); and

•

Utilize the time of the board effectively.
A study of critical access hospitals (CAHs) board of directors found that board

members may not understand their responsibilities, that many boards lack quality of
care/patient safety committees, and that orientation for new members is lacking The
study concluded that board roles and responsibilities need to be clarified, board
development is significantly needed (Center for Rural Health, 2006).
Duties
Governing board members of nonprofit organizations require three basic
common-law duties that form the basis for board member responsibilities. They are
referred to as the basic and traditional dimensions of accountability and must be fulfilled
(Ostrower and Stone, 2005, and Boyce DS et al., 2007). They are used to describe the
standards of conduct and attention that board members must meet to carry out their
responsibilities to the organization. The fundamental duties include: (1) a duty to care; (2)
a duty of loyalty; and (3) a duty of obedience (US DHHS, HRSA, BPHC, Governing
Board Handbook, 2000).
•

A Duty to Care and Existing Due Diligence: Requires board members to act
in good faith, with the care an ordinarily prudent person in a like position
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would exercise under similar circumstances, and in a manner that the director
reasonably believes to be in the organizations best interest. Board members
should adopt policies and procedures to ensure that all members are familiar
with the organizations activities, that they are fully informed about the
organization’s financial condition, and that they make informed, ethical
decisions based on full and accurate information.
•

A Duty of Loyalty and Avoiding Conflicts of Interest: Requires faithful
pursuit of the interests of the corporation rather than the director’s own
financial or other interests or those of another person or organization. This
duty obligates members to avoid conflicts that would be detrimental to the
organization.

•

A Duty of Obedience to Mission: Requires members to act with fidelity,
within the bounds of the law, to the corporation’s mission and purposes as
expressed in its articles of incorporation and bylaws. Organizations and board
members should create a “clearly articulated” mission statement. The mission
statement should communicate why the organization exists, what its
objectives are, who it is intended to benefit, and what activities it will
undertake to further its mission. Understanding the mission is essential in
being able to fulfill member’s fiduciary duties.

CHCs governing boards must assume full authority and oversight responsibility
for the health center. They provide leadership and guidance in support of the mission of
the health center, and are legally responsible for ensuring that the health center is
operating in accordance with applicable federal, state, and local laws and regulations and
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is financially viable. The board selects which services the community health center will
provide, sets the hours of operation, approves the CHCs budget, hires and oversees the
executive director, and sets general CHC policies (Public Health Service Act).
More specifically, the literature indicates that CHC governing board roles and
responsibilities should include approval of health care services provided, approval of
hours of operation, the hiring and dismissing of the center’s director, and establishing
general polices for the organization. The board must also approve the annual budget and
grant application. This means that the board must have an understanding of the substance
and implications of the budget and application. Ensuring the financial health of the
organization and aligning the goals of the project application with the strategic direction
of the health center are critical responsibilities of the board (US DHHS, HRSA, BPHC,
Governing Board Handbook, 2000).
In addition to the above, boards are highly recommended to work with health care
management and community leaders to actively participate in long-term strategic
planning to position the health center in the future. In order to effectively fulfill these
roles and responsibilities, the governing board must be involved in health center planning
throughout the year. Together, the board, the chief executive officer and other members
of the CEO’s management team comprise the leadership for the health center. To
succeed, they must work together to ensure a strong organization and move forward into
the future (US DHHS, HRSA, BPHC, Governing Board Handbook, 2000).
Board Performance Factors
Many (Carver, 1990; Taylor et al., 1996) argue that the boards that perform more
effectively contribute to an overall increased organizational effectiveness. Research
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indicate that six dimensions of board competency exists that capture the elements to
effective governance. They are listed below based on accountability and relationships
(Holland & Jackson, 1998).
Accountability
•

Contextual: the board understands and takes into account the culture, values,
mission, and norms of the organization it governs.

•

Educational: the board takes the necessary steps to ensure that members are well
informed about the organization, the professions working there, and the board’s
own roles, responsibilities, and performance.

•

Analytical: the board recognizes complexities and subtleties in the issues it faces,
and it draws upon multiple perspectives to dissect complex problems and to
synthesize appropriate responses.

•

Strategic: the board helps envision and shape institutional direction and helps
ensure a strategic approach to the organization’s future.

Relationships
•

Interpersonal: the board nurtures the development of its members as a group,
attends to the board’s collective welfare, and fosters a sense of cohesiveness and
teamwork.

•

Political: the board accepts that one of its primary responsibilities is to develop
and maintain healthy two-way communications and positive relationships with
key constituents.
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Decision-Making Process
Participation in the decision-making process constitutes the core of the boards’
performance; only secondarily do they engage in control activities, and they perform no
economic role for the organization (Price, 1963). For the majority of most nonprofit
organizations, the boards’ participation in decision-making is limited to making the final
decision on implementing the means recommended by the career official(s) employed by
the organization (Simon, 1950).
In regards to CHCs/FQHCs, according to Wright, it has been observed that the 51%
consumer majority composition is not synonymous with decision-making authority and
that these consumer board member representatives are less likely to serve on the board’s
executive committee or serve as board chair (Wright, 2017). There is no policy or mandate
that requires consumer representation on the board’s executive committee. The executive
committee (chair, vice chair, secretary, treasurer) is authorized to act on behalf of the full
board, typically runs board meetings, and decides which agenda items to include (or
exclude) (Wright, 2017).
Behavior
The importance of studying board behavior directly is underscored by evidence
that practitioners are also beginning to pay more attention to what boards do (Lublin,
1997; Schine, 1997). Whereas in previous decades governing boards were classified as
essentially formal and passive institutions that seldom came under public scrutiny (Mace,
1971), boards today are finding actions closely monitored by institutional investors
(Heard, 1987; Judge & Reinhardt, 1997) as well as by the media (Byrne, 1997; Orwall &
Lublin, 1997). The activities of boards indicate their impact on organizational
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effectiveness and morale. According to Price (1963), three types of performance can be
distinguished: participation in the decision-making process, action as representatives of
the organization in the community, and operation to secure staff compliance with
organizational directive.
Self-Assessment
Board self-assessment is recognized as a fundamental building block of
continuous governance improvements that is typically administered annually. Effective
measuring of board performance can only take place if the various board functions are
first identified and assessed on how well they are being performed (Ogbechie, 2008). The
Joint Commission on Accreditation of Healthcare Organizations mandates annual
governance evaluation. This evaluation is designed to “improve performance by
strengthening members understanding of their role and fostering better communication
and greater cohesiveness. For the past 20 years, many healthcare organization governing
boards have engaged in full-board performance evaluation as a mainstay of governance
activities (Combes, 2006). However, the literature supports that several of these
governing boards do not have good procedures in place (Alexander, 1990; Deegan and
Gollattscheck, 1985; & Pointer and Ewell, 1994).
Given the pivotal role that healthcare organizations play in our communities, the
quality of board governance in these organizations is uniquely important. To be effective,
boards should establish measures to ensure that they perform in a highly organized and
disciplined manner. Trustees must take the initiative in identifying the type of information
necessary for execution of their oversight role in a way that ensures accountability (Wilson,
2002).
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The current healthcare industry climate necessitates that every nonprofit healthcare
board evaluate its rightful roles and duties, performance, and preparedness in meeting the
challenges of today and tomorrow. Pointer and Jennings state, “Feedback is the breakfast
of champions”. Self-assessment enables board members to uncover particular areas of
under-performance and to identify best solutions. According to Chris Ogbechie (Director
at Society for Corporate Governance and Faculty member of Lagos Business School),
benefits of formal board evaluation include the following:
•

Clarification of the individual and collective roles and responsibilities of its
directors;

•

Improve corporate governance;

•

Ensure better attention to long-term corporate strategy;

•

Attract the appropriate investors;

•

Improve the working relationship between the board and management; and

•

Ensure a healthy balance between the board and CEO.

Engaging and participating in ongoing performance evaluation and improvement
is an important way for governing boards to demonstrate their commitment to excellent
governance. Effective self-evaluations depend on the development of an action plan that
identifies areas for performance improvement and specific steps to achieve it. In addition,
the board self-assessment is designed to help boards identify potential weaknesses and
deficiencies in the board’s performance. Governing boards must evaluate at all levels,
measuring the performance of policy, financial systems, the staff, the board, and the
entire organization (Schlegel, 1997).
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Board Development Factors
Individual nonprofit organizations have become larger and more complex, often
requiring complicated, qualified management. An increasing number of organizations are
utilizing the modern technology and marketing tools to raise money, attract clients, and
influence public policy.
Board Orientation
In many cases, board members have never been oriented to the demands of their
position. Board education and development starts during this important session.
Effective stewardship demands a shared understanding and clear expectations of the
collective role of the board and of individual board members (Gregoire, 2000). Far too
often, new board members receive “little” orientation regarding their roles or
responsibilities (Wilson, CN., 1994). A structured orientation of the board is important. It
gets members functioning as a team; clarifies levels of authority and expectations; allows
members to begin to feel a part of the group; and it provides individuals with the
appropriate tools to help them become more effective in their position of leadership
(Kolzow, 1995).
Knowledge
There are several research studies that indicate the importance of knowledge of
governing board members as factors that impact board performance and effectiveness. In
a 1990 research study (Carver), research findings indicate that board members must be
knowledgeable and well informed about the organization and its overall mission. The
literature also suggest that the annual self-assessments of governing boards would
identify areas that a board member may be deficient in. In the past, board members
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received little or no training as to their role/responsibilities or what is expected of them,
other than being told that they “make policy,” approve budgets, and have a fiduciary
obligation for the fiscal integrity of the organization (Axelrod, 1994). However, the
National Association of Community Health Centers (NACHC) and Primary Care
Associations (PCAs) provide a variety of trainings, webinars, and publications to assist
health center board members understand the legal, administrative, financial, clinical
aspects of health center governance, and technical support (NACHC, 2019 and HRSA
Program Funding Opportunity Guidance).
Education and Training
Board education and training opportunities can occur in numerous ways.
Presentations and training sessions can be incorporated in monthly board meeting
agendas. There are endless annual state and national meetings, seminars, conferences,
etc., that are available for health care providers and health systems. Several governing
boards participate in annual retreats that allow for the development of enhanced
relationships with board members, executive management teams, and professional
medical staff (Wilson & Claypool, 1994).
A board’s power is maximized when the trustees emphasize board education and
gain knowledge of the many issues facing healthcare organizations. This power is
strengthened further when the trustees focus on developing an effective relationship with
the CEO and long-term strategies that are rooted in the foundational vision of the
organization (Wilson & Claypool, 1994).
As stated, NACHC provides several trainings and other forms of educational tools
to CHC governing boards annually during the Community Health Institute (CHI) and
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Policy & Issues Forum (P&I). These trainings are tailored for governing board members
and focus on the following topics: financial management, health center governance,
human resources support, leadership development, operations management, and
workforce education solutions. NACHC also conducts webinar seminars on Board
Succession Planning, Board Chair Succession, Board’s Role in CEO’s Succession
Planning and Introduction to Board Services (NACHC, 2019).
NACHC offers two certificates: Certificate in Health Center Governance and
Board Member Advocacy Certificate (BMAC) Program. Both of these certificates can be
obtained by attending training sessions held during the Community Health Institute (CHI)
and Policy & Issues Forum (P&I) (NACHC, 2019).
Board Effectiveness
Effectiveness refers to the degree to which the organizational goal is achieved
(Barnard, 1954). Definitions of effective boards were found to include: a strong
understanding of the organization, a commitment to on-going education in roles and
responsibilities, successful functioning as a group, ability to see the big picture, political
sophistication, and strategic thinking (Pointer & Orlikoff, 2002).
Literature supports the hypothesis that board effectiveness is related to the use of
certain prescribed board practices. In a survey of Canadian nonprofit chief executives,
Bradshaw, Murray, and Wolpin (1992) found that board involvement in strategic planning,
use of good meeting management techniques, and low conflict within the board were
related to chief executives’ assessment of board performance. In examining the
relationships of board characteristics to an assessment of organizational effectiveness, they
found that boards having a common vision and involvement in strategic planning were very
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modestly correlated with organizational effectiveness. Because their measures of board
practices, board performance, and organizational effectiveness all derive solely from one
respondent for each organization, it is impossible to know the extent to which the
relationships they found are attributable to reality or simply to a common source of
judgment.
A study by Green and Griesinger (1996) of 16 California nonprofit organizations
used multiple data sources to measure board effectiveness, and both board members and
chief executives assessed involvement in relation to some 30 activities, including “reviews
and revises mission,” “has term limits,” and “formally evaluates board performance.”
Because the board practices were conceived and used as measures of board effectiveness,
the researchers could not investigate the relation between the use of board practices and
the extent of board effectiveness (Herman and Renz, 1998).
Summary
The review of the literature indicates that there are numerous studies that have
examined governing boards, for-profit and non-profit. The literature also provides
information on what factors constitute an effective and high performance governing
board. In regards to CHC governing boards, the literature provides general information
that speaks mostly of the federal requirements and basic criteria of a CHC governing
board. However, this research will add to the literature by providing a framework for the
understanding of how CHC board members perceive the governance structure of these
organizations and their effectiveness. The purpose of this study is to provide a descriptive
analysis of the board members’ perception of their roles, function, and performance
effectiveness.
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In examining the conceptual model of the study, it is hypothesized that individual
factors, board development factors, board function factors, and board performance factors
should impact the board effectiveness, in terms of the board accomplishments, operations
of the healthcare system, and the delivery of health care within the health care
organization. In reviewing the literature, there are areas that are not incorporated in the
conceptual model directly but are implied under other key categories. These topics
include the three basic common-law duties that form the basis for board member
responsibilities, and behavior, which falls under the general topic of board performance.
Theoretical Perspective and Conceptual Model of Proposed Study
Theoretical Perspective
The theoretical perspective guiding this research study is centered on an existing
theory or framework, “Board Roles and Responsibility Framework” (Inglis, et al, 1999).
This theoretical perspective was developed from the findings of a 1992 study of board
performance in Canadian nonprofit organizations (Bradshaw et al, 1992). These
conclusions assisted in the establishment and expansion of a framework that supported a
theoretical perspective for roles and responsibilities of governing boards that originally
focused on three major areas (Inglis, 1999). These key components focus on Individual
Factors, Board Function Factors, Board Performance Factors, and Board Development
Factors.
However, as stated previously in the literature review, Board Development is an
area that must be addressed when discussing Board Effectiveness and was not a
component of Inglis “Board Roles and Responsibility Framework”. Because of this, the
conceptual model was extended to include Board Development, which will address board
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orientation, knowledge, and education/training. In theory, four areas, individual factors,
board development factors, board function factors, and board performance factors, may
and should impact overall board effectiveness.
The four areas lend empirical support to roles and responsibilities defined in the
nonprofit management literature as being significant for governing boards to address. In
addition, the roles reflected in the factors are illustrative of a theoretical framework for
viewing the scope of board roles and responsibilities (Inglis, 1999). Cautious support for
a relationship between the effectiveness of the board and the effectiveness of the
organization has been shown (Herman and Renz, 1998; Jackson and Holland, 1998), thus
emphasizing the need to understand the roles and responsibilities assumed by the board
of directors. Because the proposed framework does not directly address effectiveness and
efficiency, the design of the conceptual model will include concepts taken from Axelrod
(1994) and Soltz (1997) list of roles and responsibilities of governing boards, with
information coming primarily from Soltz’s list. The key additions or concepts have been
identified for any effective board – strategic direction and policy making; external
accountability and relations with stakeholders; supervising and supporting management;
stewardship of organization’s resources; and board maintenance (Ogbechie, 2009).
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Conceptual Model: The Major Areas of Governing Boards Roles and Responsibilities

Individual Factors
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Source: Inglis, 1999 and Soltz, 1997

FIGURE 2.2: Conceptual Model: The Major Areas of Governing Boards Roles and Responsibilities
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Study findings were compared to what is currently stated in the literature and a
similar study conducted in South Carolina examining rural hospital governing boards
(Adams, RH, 2007). While resources are available for defining the roles and functions of
governing boards, and evaluating performance, concerning guidance for non-profit boards
in

general,

limited

documentation

is

available

focusing

on

the

progress,

roles/responsibilities, and effectiveness/efficiency of governing boards of community
health centers. The survey instrument generally asked the participant how effective do they
perceive the board to be, which implies a subjective response vs an actual measured
response.
Significance, Purpose and Policy Implication(s) of the Proposed Study
Significance of Study
It is more and more widely understood that the United States government has
become increasingly interdependent with non-profit organizations (Saidel & Harlan,
1998). Some contend the case strongly; Salamon (1989) has argued that the non-profitgovernment relationship is essentially a partnership. It is in this context that the success
of government turns on the performance of its non-profit partners. And the extent to
which non-profit organizations are capable and reliable partners depends not only on the
skills of the managers, employees and service volunteers in those organizations but also
on the commitment and skills of their governing boards. Yet, although the importance of
non-profit boards has long been rhetorically celebrated, a few managers and researchers
suggest that many non-profit boards are largely irrelevant anachronisms (Fink, 1989,
Young & Sultz, 1995). The most common complaint about governing boards is that
board members do not have a shared understanding of the role of the board.
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The moral assumption is that a board will conduct the affairs of the charity as a
public steward and will ensure that the organization serves the interests of the larger
community. However, experience and research suggest that many boards fail to meet
fully their prescribed responsibilities (Fink, 1989; Hall, 1990; Middleton, 1987). To help
address the difficulty of achieving board effectiveness, a substantial normative literature
holds that certain board practices and processes will help boards become more effective
(Axelrod, 1994; Houle, 1989). This study is essential for several reasons. It will give
insight to the perception of board members as it relates to their role, function, and
performance, and indicate what mechanisms are in place to analyze how effective and
involved governing boards are in the strategic decision-making process.
The findings from this research study will be of interest to state and national
associations by increasing awareness of current governing board members of Community
Health Centers. This information may be used to assess current policies and mandates,
review and revise board development and ongoing training needs, contribute to the
current literature concerning non-profit governing boards. The information obtained will
also add to the existing body of knowledge and assist in the development of particular
evaluation and educational tools.
Purpose of Study
Even though research and documentation exists defining the roles and
responsibilities of non-profit governing boards, there has been limited assessments of
CHC governing board’s perception and understanding of what they believe their roles
and responsibilities are, and their effectiveness. This research adds to the literature by
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sharing perceptions of South Carolina Community Health Center governing board
members’ roles and responsibilities and their perceived performance effectiveness.
Policy Implication(s) of Study
Because of certain federal requirements and mandates placed on CHC governing
boards, it is being assumed that the examination of board members perceptions and
understanding of governing board’s roles and responsibilities as it relates to performance
effectiveness in the decision-making process will produce significant results that could
have implications on the composition of CHC governing boards, how governing boards
are developed/trained, monitored and evaluated (education manuals or curriculums). The
findings from the study could indicate if current CHC governing board members are
qualified based on requirements and diversity to be board members, and if further
research should be conducted to examine the differences in Consumer vs. Non-Consumer
representatives. Based on the literature review, the study could possibly lead to mandates
being written to include requirements of consumer board members to serve on the
board’s executive committee. This study will initiate future research in the area of CHC
governing board structure (composition), competency, efficiency and effectiveness.
Statement of Research Aims
The research aimed to examine individual board members perceptions and beliefs
of how well they function and if they view themselves as being effective governing boards.
Because of the changes and challenges facing all governing boards, membership requires
a high level of knowledge, training, and skills. This study examines if the governing boards
perception of their roles, function, and performance effectiveness coincide with what the
literature states.
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The study includes a descriptive analysis of the board characteristics/perceptions
of board functioning, board development, and board performance among governing board
members of Community Health Centers located in South Carolina. The study also
examines any significant differences based on the individual characteristics among the
three areas of interest, which are age, income level and educational attainment.
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CHAPTER 3: METHODOLOGY
The study used quantitative methods for the purpose of obtaining primary data. A
cross-sectional survey design was used to explore the perceptions of board members of
Community Health Centers located in South Carolina. Questions were designed to
address the function, performance and board development of Community Health Center
governing boards and allowed the participants to recommend areas of education and
trainings needed. The survey instrument was a self-administered questionnaire that was
supplied to each Community Health Center in South Carolina and disseminated during
their monthly board meeting beginning in 2018.
The study was designed to seek and document the perceptions of CHC governing
board members on how well they perform their duties and their perceived impact on
organizational effectiveness. The instrument also collected demographic information,
including age, income level and highest level of educational attainment. Optimally, the
results of this study should impact the general understanding of how governing board
members perceive their overall board performance and effectiveness and how to improve
board effectiveness.
Participants
As stated in the literature review, because of changes and challenges facing
governing board members of all organizations (i.e., population of interest), board
members require high levels of knowledge, training, and skills to perform and function
effectively for the organization they serve. More specifically, it is crucial for governing
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boards of non-profit organizations to possess a range of competencies in governance,
especially skills in planning for the future, formulating strategic goals and policies, fiscal
and human resources management practices, gaining political support, and monitoring
organizational performance (Carver, 1990; Houle1989; O’Connell, 1985).
For practical reasons (mainly convenience, manageability, and cost), the most
efficient way to examine board effectiveness and related factors was to utilize governing
boards of Community Health Centers located in South Carolina. The primary source of
identifying potential participants was obtained from a list of the CHC’s from the South
Carolina Primary Health Care Association’s website (www.scphca.org).
Methodology
An exploratory, descriptive study was completed, in which primary components
of the interpretation involved the function, performance, board development including
education/training of governing board members of CHCs located in South Carolina.
These were assessed from the individual perspectives of the board members of each CHC
in the study. Collective differences were examined based on individual member
perceptions.
Participant Safety
To ensure that each participant (board member) and CHC felt comfortable about
the research study and understood the purpose of study, initially information including
the letter of introduction and informed consent was included with the survey instrument
(Appendix B) and mailed to each CHC in the state of South Carolina. Potential
participants were reassured in the letter that the area of confidentiality was of extreme
importance. The letter plainly stated that all information (data) collected in the research
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process was to be utilized in a combined presentation. The information mailed to each
CHC also informed the research participants that the completion and return of the survey
instrument implied their informed consent. The research proposal was approved by the
Institutional Review Board at the University of South Carolina.
Survey Instrument
The survey instrument was designed to gain the key components of function,
performance and board development as outlined on the conceptual framework. Items
were modified from three major sources. The background information from the three
major sources was obtained from previous literature included in a 2007 Survey of Small
and Rural Acute Care Hospital Boards (Adams, RH. 2007).
The initial literature resource was the 2003 Hospital Director Survey: Gaining
Insight to Aid Governance Practice. This research was conducted in association with the
Management/Marketing Department of the University of Dayton (Ohio) and the
Department of Management, W.P. Carey School of Business, Arizona State University,
Tempe, Arizona. The next resource of questions for the survey instrument was the
corporate Fund Project, part of the Management Institute at the Antioch New England
Graduate School which developed The Corporate Fund Nonprofit Self-Assessment in
1995(Adams, RH. 2007).
The initial survey instrument was reviewed for validity and applicability by
experts in South Carolina, including the President/Chief Executive Officer and the Chief
Operating Officer of the South Carolina Hospital Association, the Director of the South
Carolina Rural Health Research Center, the Chief Executive Officer of the South
Carolina Office of Rural Health, and executive management members of three small and
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rural acute care hospitals in South Carolina. These individuals ensured the
appropriateness, clarity, understandability, and content validity of the survey instrument.
This revision of the survey instrument was used for the 2007 Survey of Small and Rural
Acute Care Hospital Boards (Adams, RH. 2007). In the 2007 study, Hospital CEO’s and
Governing Board members were surveyed separately and findings were compared to each
other. The survey instrument was very detailed and encompassed areas of inquiry that
pertained to Hospital Governing Boards more so than CHC governing boards such as,
quality of care, community links, membership, committees and organization. Because
these areas of governance do not necessarily apply to CHC governing boards, these areas
of inquiry were excluded from the survey instrument used for the current research study.
Even though, there are several similarities in the two studies, the significant differences
are the target population and the final survey instrument used.
The length of the survey instrument was revised so that participants could
complete their responses in approximately 10 minutes. The instrument was reduced to
three pages in length and contained 50 items which assess the three concentration areas
and demographic information (Appendix B).
The survey was divided into four different sections. The first section gathered
background information about the CHC and the board. This included information about
number of term lengths, if the terms can be repeated and if there are required breaks in
service. This section also inquired about how the CEO/Administrator is evaluated. This
information was not utilized in data analysis but collected for general information
purposes.
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The second section of the questionnaire asked about (a.) board function, including
key areas of roles/responsibilities, policies, finance, and planning; (b.) board
performance, including key areas of decision making, relationships, and
accountability/assessment; and (c.) board development, including key areas of
orientation, knowledge, and education and training. Also in this section, were two openended questions, which were (1) How effective do you perceive your board to be, and (2)
Check all areas of trainings that would benefit your board. The third section asked
demographic information about the participants, including age, income level and highest
level of education obtained.
The research instrument was written using the Likert scale, which measured the
perceptions of the participants. This type of measurement scale is commonly used in
research as a substitute of using a numerical scale response. A Likert scale is a scale
ranging from complete agreement on one side to complete disagreement on the other
side, and no opinion utilized as the middle value. Using this research instrument,
participants were asked to select a response from a five point scale. Responses ranged
from strongly agree (1) to strongly disagree (5), with responses of two, three or four
including various levels of their agreement or disagreement with the question of interest.
A sixth option of don’t know (DK) was allowed as a choice in the situation where there
was indecision or if a participant had no knowledge about the area in question. There
were areas in which participants left responses blank (did not answer).
There were twenty questions under the construct of function, which involved the
roles and responsibilities of board members, such as whether the roles and
responsibilities of board members are distinct from those of administrative staff.
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Questions were examined about various board member functions as it relates to
organization’s policies, finance, and strategic planning.
Fourteen items were explored in reference to board performance. Data collected
pertained to the decision making process of the board, external and internal board
relationships, how effective the board takes into account the values and mission of the
organization, and the engagement of formal annual self-assessments.
The last section focused on board development and consisted of eleven questions,
including areas of education and training needs. This section concentrated on the board
orientation process, inquired about how knowledgeable the board is on the bylaws and
skill sets needed for effective governance, continued education as it relates to
performance improvement, and how well do they perceive the board to be. Concluding
the survey was an area asking participants to identify additional areas of training that
could be beneficial, by checking all areas from a list provided. There was also an openended inquiry provided in this area that asks for the participant to identify all areas of
board governance in which they confirm improvement was needed.
The conclusion of the questionnaire required background information about the
individual participant. The demographic information concluded the survey with inquiries
about age, income level and highest level of educational attainment.
Survey Procedure
The first step in this research study was to obtain current and the most correct list
of all Community Health Centers located in South Carolina and the mailing address of
each center. This information was located on the South Carolina Primary Health Care
Association’s website (www.scphca.org). After the listing was obtained, all needed
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material was packaged and mailed to each CHC. The packet included a cover letter from
the SCPHCA Chief Executive Officer recommending the research study and inviting that
the health center CEO allow board members to complete the survey prior to the monthly
board meeting. Another letter consisting of an introduction and information on consent
was included, which described the purpose of the research proposal, guaranteed
confidentiality of the participant’s responses, and provided contact information if any
participant has any questions or concerns. Each CHC was assigned a number and each
survey mailed to that particular CHC had that number located on the top right corner of
the first page. This allowed the researcher to tract response rates for each CHC. Each
packet mailed to the CHC’s, supplied each participant with a prepaid, pre-addressed
envelope in which to mail the finished survey.
The survey instrument was created in a way to keep the survey instrument
attractive and easy to read. Questions were not numbered and sections of the
questionnaire were altered by white spaces to offer the participant with comfort in
understanding and sorting of the research area. Before sending the materials of
information, an electronic email was sent by the CEO of the South Carolina Primary
Health Care Association informing them that the survey would be coming and requesting
them to notify and inspire board members to actively participate by finishing and mailing
the survey back in a timely fashion.
Included in the cover letter was slip that allowed participants to request an
executive summary of the results of the study (Appendix B) By using the response slip
the participant was provided the guarantee of protecting the fact that they chose to
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respond separately from their completed survey results, which further serves as a
mechanism of ensuring their confidentiality.
Logs were kept of all returned response slips and completed surveys. Following
the initial mailings of the original packet containing the survey, a follow-up “friendly”
reminder email was sent to each CHC CEO/Executive Director asking to disseminate the
survey and request that each board member return the survey. As part of the sampling
process, participation was identified as perhaps the most challenging aspect that would be
encountered. The CEO of SCPHCA sent several email reminders to all health center
CEOs and the researcher attended multiple monthly board meetings held by SCPHCA to
encourage the CEOs to allow time for board members to complete surveys prior to their
perspective monthly CHC board meetings.
Confirming Maximum Response Rate
As stated earlier the survey was designed and printed in a manner that was
appealing, and professional as a means of reassuring a higher response rate.
The Executive Director of SCPHCA was included in this research study from the
beginning and gave her endorsement and backing of the research study. The CEO of
SCPHCA provided the preliminary overview and exchange as part of an email sent to
each CEO of each Community Health Center in South Carolina making them aware of
the research study and requesting the support of their governing board members. As
follow-up to the email, the researcher was allowed an opportunity to attend the monthly
SCPHCA/CEO Board meetings to discuss and explain in detail the proposed research
study, and to answer questions that pertained to the purpose of the study. The purpose of
attending this meeting was to confirm the CEO/Administrator backing and readiness of
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their perspective board members to partake in the study by making an individual request
and contact.
Participants were asked to contact the researcher by telephone, email, if more
information was needed or if they had further questions.
Procedures for Data Collection and Data Management
Participants returned completed survey instruments and they were individually
entered into a log using an Excel spreadsheet. Since the surveys could be connected to a
specific CHC, they were de-identified by assigning a numerical code to each completed
survey so that each data entry was not associated with any CHC once entered into the
system. Only the researcher could follow up with any needed modification needed. The
returned surveys were kept in a combination lock protected file.
The EpiData software program, produced by EpiData Association Odense
Denmark, was used for data entry and data management. This software has mechanisms
which allow for: (1) the creation of surveys and explaining criteria of the database
structure; (2) the organization of the data records; (3) data analysis; and (4) the
investigation of data for validity and quality.
There was a “check all that apply” question towards the end of the survey
instrument to increase understanding into areas that are recognized as possible
education/training needs that the board would benefit from and should provide interest to
the field of study. The participants were asked to respond to the following question:
“Our Board would benefit from training in the following areas: check all that apply.”
Completed surveys were manually reviewed, coded, and prepared for entry into
EPI INFO. In order to eliminate data entry errors, the surveys were entered twice, the
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data files were cross-validated, and the appropriate corrections were made. Quantitative
data analysis was performed using SAS (Cary, NC) in which descriptive analyses was
conducted. Because there is little to almost none existing empirical data on the subject of
CHC governing boards, exploratory and descriptive statistics was used.
Univariate statistics was utilized as summary measures to describe the sample.
Frequencies, means, ranges, and standard deviations will be calculated for the following
demographic variables: age, income level, and educational attainment.
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CHAPTER 4: RESULTS
The purpose of the research study was to evaluate South Carolina Community
Health Center governing boards’ perception and understanding of what they believe their
roles and responsibilities are, and their perceived effectiveness, and to offer a graphic
analysis of the results.
Population and Response Rate
When the research study was started, South Carolina had a total of nineteen
Community Health Centers located across the state (Appendix A). One hundred percent
of the Community Health Centers were invited to participate in the research study.
Seventeen out of the nineteen Community Health Centers completed and returned the
surveys, for a participation rate of 89.4%. There were two hundred and thirty-four
individuals identified on the boards of these nineteen Community Health Centers. From
the board member population, one hundred and twenty-one completed and returned the
survey for a participation rate of 51.7% (Table 4.1). In examining the response rate of the
17 CHCs that participated, the participation rate increased slightly to 57%.
Descriptive Information of Board Member
The age group that represented the majority of the participants were board
members aged 50-64 years of age, which accounted for 46.6% (Table 4.1). The next
highest age group represented were 65 years and above and made up another 26.6 %. The
outstanding 26.8% board members were 49 years of age or younger. Fifty-three percent
(53%) of the board members had graduate degrees (clinical and non-clinical) that
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included MBA, Ph.D. and M.D., while 20% reported undergraduate degrees, and thirteen
percent (13%) of the board members had received high school diplomas. Forty-six
percent (46.6%) of the board members reported income levels of $75,000 and above,
while 20% reported income levels of $25, 000 and less. The remaining board members
reported income levels between $25, 000 and $75, 0000.
In general, the average board member responding to the survey, would be defined
as an individual who has obtained a graduate degree, falling within the age range of 5064 years that has an income of $50,000 or above. According to Wright, this observation
conflicts with the literature and that CHC governing boards would be low income,
uneducated and uninsured/underinsured (Wright, 2017).
TABLE 4.1: Demographic Data of Board Members
AGE DISTRIBUTION OF BOARD MEMBERS
STATUS
Age
FREQUENCY
<49
50-64 years
>65 years
Total
INTERVAL
years
BOARD SAMPLE
33
56
32
121
PERCENT
27.4
46.6
26
100
INCOME DISTRIBUTION OF BOARD MEMBERS
STATUS
Income
FREQUENCY
<$25,000
$25,000$50,000>$75,000 Total
INTERVAL
$50,000
$75,000
BOARD SAMPLE
24
25
16
56
121
PERCENT
20
21
13
46
100
EDUCATION ATTAINMENT OF BOARD MEMBERS
STATUS
#
%
HIGH SCHOOL
16
13
ATTENDED COLLEGE
17
14
COLLEGE DEGREE
24
20
GRADUATE DEGREE (NON64
53
CLINICAL AND CLINICAL)
MEDICAL DEGREE (MD, DO
0
0
TOTAL
121
100
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Board Background Information
The survey instrument asked several questions pertaining to the board criteria.
Questions asked included: Does the board have a length of service term for members
(response options, yes or no); how long is the board term (response options, 3, 4, or
other); can the term be repeated, if so how many terms (response options, yes or no, if yes
# of terms); is there a required break in service (response options, yes or no, if yes # of
years); and what best describes how the performance of the CEO/Administrator is
evaluated (response options, by the board, by a system CEO, by a subcommittee of the
board, or other).
In regards to the question, does the board have a length of service term for
members, 84 participants (73%) checked yes as a response. Based on the responses from
the participants, in regards to the length of the board term, 33% of participants checked
three years, 6% checked four years, and 26% checked other; stating 2 years. Thirty-two
respondents did not respond to the question. In examining whether terms can be repeated,
approximately 66% (81 respondents) said yes terms can be repeated, 33% stating that
number of terms to be repeated are two. Fifty-three percent stated that there is a required
break in service, 40% stating that the break required is one year. Sixty percent of the
respondents agreed that the best way to describe how the performance of the
CEO/Administrator is evaluated is by the board.
Summary of Board Answers
A comprehensive calculation of the frequencies of the responses is listed in
Appendix D Member Responses. Only “Strongly agree” or “strongly disagree” values
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will be presented in the Tables that are comprised as part of the description text as the
dispersal of the frequency responses tended to be partial.
Perceptions of Board Functions
Roles and Responsibilities. A significant percentage of board members (86.6%)
responses indicated that the responsibilities and role of board members are clearly
defined and 88.4% feel that the descriptions of these responsibilities exist in writing
(Table 4.2). Almost ninety percent (85.15) “strongly agree” that the following statement
is true “roles and responsibilities of board members are distinct from those of the
Administrative staff”. An astounding 93.3% of board members “strongly agree” that
board delegates to the CEO the authority to lead the staff and carry out the mission of the
organization. Seventy-three percent (73.3%) “strongly agree” that board members
assumes ultimate responsibility for quality of patient care, and 86.7% “strongly agree”
that the board monitors quality of care, patient safety, and outcome indicators.
TABLE 4.2: Board Member Responses Re: Roles and Responsibilities
Number & Percent
“Strongly Agree” Responses
Board Members
n
%
104
86.6

Area of Inquiry
Responsibilities and roles of Board
members are clearly defined.
Descriptions of Board member
responsibilities exist in writing for this
Board.
Roles and responsibilities of Board
members are distinct from those of the
administrative staff.
Board delegates to the CEO the authority
to lead the staff and carry out the
organization’s mission.
Board assumes ultimate responsibility for
quality of patient care.

65

107

88.4

103

85.1

112

93.3

89

73.3

Board monitors quality of care, patient
safety, and outcome indicators.

105

86.7

Polices. Majority of the board members “strongly agree” that the Board sets the
organization’s policies, and that once the mission statement is adopted, it is codified into
Board policy. Over ninety percent (92.5%) confirm that these policies exist in finance,
personnel, quality, safety, ethics and other functions unique to the organization (Table
4.3). A significant percentage of responses “strongly agree” that the Board reviews
policies at least annually, and updates them as needed
TABLE 4.3: Board Member Responses Re: Policies
Number & Percent
“Strongly Agree” Responses
Board Member
n
%
105
86.7

Area of Inquiry
Board accepts the responsibility for
setting the organization’s policies.
Once adopted, the mission statement is
codified into Board policy.
Strong policies exist for the key areas of
finance, personnel, quality, safety, ethics,
and all functions unique to our
organization’s work.
Board reviews policies at least annually,
and updates them as needed.

87

71.9

112

92.5

97

80.1

Finance. Majority (73.5%) of the board responses “strongly agree” that the Board
has the authority to approve the organizational budget. Over ninety percent (93.3%) feel
that the board members receive appropriate financial information at least monthly.
However, the percentage of “strongly agree” responses in reference to the boards
understanding of financial reports (60%) and the identification of any early warning
signals of poor financial performance (57.8%) were lower than the above reported
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statistics, which may indicate deficiencies in knowledge and education/training as stated
previously (Table 4.4). Eighty percent of the board members surveyed indicated that the
Board requires an annual external audit & considers the auditors’ recommendation.
TABLE 4.4: Board Member Responses Re: Finance

Area of Inquiry
Board has the authority to approve the
organizational budget.
Board members receive appropriate
financial information at least monthly.
Financial reports are clearly understood by
the Board.
Board identifies any early warning signals
of poor financial performance.
Board requires an annual external audit &
considers the auditors’ recommendation.

Number & Percent
“Strongly Agree” Responses
Board Members
n
%
89
73.5
113

93.3

73

60

70

57.8

97

80.1

Strategic Planning. Over two-thirds of board members “strongly agree” that
Community Health Center has a strategic plan that is easily understood (66.9%) and that
the Board has the authority to establish and approve organizational strategy (73.5%).
Board members were more confident in the above areas than the areas that addressed how
the strategic plan is actually implemented: whether the budget accurately reflects the
priorities established in the strategic plan; that the strategic plan is used effectively to
guide and evaluate efforts during the year; and that comprehensive strategic plan updates
are provided to the board at least annually (Table 4.5).
TABLE 4.5: Board Member Responses Re: Strategic Planning
Number & Percent
“Strongly Agree” Response
Board Members
n
%

Area of Inquiry
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CHC has a strategic plan that is easily
understood.
Board has authority to establish and
approve organization strategy.
Budget accurately reflects the priorities
established in the strategic plan.
Strategic plan is used effectively to guide
and evaluate efforts during the year.
Comprehensive strategic plan updates are
provided to the Board at least annually.

81

66.9

89

73.5

80

66.1

73

60.3

82

67.7

Perceptions of Board Performance
Decision-Making. Eighty percent of board members “strongly agree” that
members actively participate in the decision making process. Conversely, a little over
half of the board members agree that the Board recognizes complexities and subtleties in
the issues it faces, and draws upon multiple perspectives to dissect complex problems and
to synthesize appropriate response (53.7%). As stated in earlier sections, findings such as
this, may indicate the need for more emphases placed in areas of knowledge and
education/training skill development. There is strong agreement that the Board
demonstrates good problem solving skills and that meetings are conducted in a manner
that ensures timely resolution of issues (Table 4.6).
TABLE 4.6: Board Member Responses Re: Decision-Making
Number & Percent
“Strongly Agree” Responses
Board Members
n
%
97
80.1

Area of Inquiry
Board members actively participate in the
decision-making process.
Board recognizes complexities and
subtleties in the issues it faces, and draws
upon multiple perspectives to dissect
complex problems and to synthesize
appropriate response.

65

68

53.7

Board demonstrates good problem solving
skills.
Board meetings are conducted in a
manner that ensures timely resolution of
issues.

73

60.3

89

73.5

Relationships (External and Internal). Over seventy percent of board members
agreed that the board functions openly in a collegial, team building manner and members
clearly understand their relationship to management, employees, and the medical staff.
There is sharply less agreement that the board has an effective process for removing nonperforming Board members (less than 50%). There is, however, strong agreement that the
Board has a strong sense of important community health care needs and issues; and that
the Board ensures that the Community Health Center meets the community’s healthcare
needs (Table 4.7).
TABLE 4.7: Board Member Responses Re: Relationships

Area of Inquiry
Board consistently functions openly in a
collegial, team building manner.
Board has an effective process for
removing non-performing Board
members.
Board members clearly understand their
relationship to management, employees,
and the medical staff.
Board has a strong sense of important
community health care needs and issues.
Board ensures that the CHC meets the
community’s healthcare needs.

Number & Percent
“Strongly Agree” Responses
Board Members
N
%
96
79.3
57

47.1

88

72.7

80

66.1

88

72.7

Accountability and Assessment. Seventy percent and more of the board
members “strongly agree” that the Board takes into account the culture, values, mission,
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and norms of the organization it governs; and that it nurtures the development of its
members as a group and fosters a sense of togetherness and teamwork (Table 4.8).
However, a little over fifty percent (52%) of the board members feel that the Board
actively engages in an annual formal self-assessment, examining the strengths and
weaknesses and planning for improved performance. Well over half of the board
members agreed that the current governance structure and process makes efficient use of
Board’s time to uncover particular areas of under-performance and identify best
solutions.
TABLE 4.8: Board Member Responses Re: Accountability and Assessment
Number & Percent
Board Members
N
%

Area of Inquiry
Board takes into account the culture,
values, mission, and norms of the
organization it governs.
Board nurtures the development of its
members as a group and fosters a sense of
togetherness and teamwork.
Board members actively engage in formal
self-assessment annually, examining
strengths and weaknesses and planning for
improved performance.
Board members uncover particular areas
of under-performance and identify best
solutions.
Current governance structure and process
makes efficient use of the Board’s time.

88

72.7

85

70.2

63

52

73

60.3

87

71.9

Perceptions of Board Development
Orientation. “Strong agreement” was indicated that Board members receive
appropriate orientation from board members (Table 4.9). Almost seventy-three percent
(72.7%) of board members agreed that board members receive a well-developed, formal
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orientation process, and 71 % feels that orientation process introduces new board
members to health care, board and governance culture and the particular services their
community health center provides. Sixty percent (60.3%) perceive that all new board
members successfully complete the orientation process.
TABLE 4.9: Board Member Responses Re: Orientation
Number & Percent
“Strongly Agree” Responses
Board Members
n
%
88
72.7

Area of Inquiry

Board has a well-developed, formal
orientation process for new members.
All new Board members successfully
complete the orientation process.
Orientation process successfully
introduces Board members to health care,
their Board and governance culture, and
the CHC’s services.

73

60.3

86

71

Knowledge. Over half of the board members (66%) “strongly agree” that their
board is knowledgeable about its bylaws (Table 4.10). Close to seventy percent (68.5%)
of board members strongly agree that “expertise/skill levels need to be an effective
board” were represented among current board members. Interestingly, 26.6% of the
board members “strongly agree” that the board lacks the necessary skill sets for effective
governance. Less than fifty percent (47.1%) of board members strongly agree that the
board keeps itself well informed about their organization’s performance against
predetermined plans and goals. Comprehensive calculations are found in Appendix D for
board member responses.
TABLE 4.10: Board Member Responses Re: Knowledge
Number & Percent
“Strongly Agree” Responses
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Area of Inquiry

Board Members

Board is knowledge about the bylaws of
the board.
Board lacks the necessary skill sets for
effective governance.
The expertise/skill levels needed to be an
effective board for this organization are
adequately represented among current
board members.
Board keeps itself well-informed about
our organization’s performance against
predetermined plans and goals.

n
80

%
66

32

26.4

83

68.5

57

47.1

Education and Training. Fewer than fifty percent of the participants believe that
the board receives sufficient continuing education on quality assurance/performance
improvement (45.4%) and board members participate in a well-developed continuing
education process (40.4%); while 59.5% of the board members “strongly agree” that the
board development is based on identified needs. Over 60% unsuccessfully “strongly
agreed” that the board orientation is reinforced by an ongoing program of education and
development. Indicated in Table 4.10, board members perceive there are deficiencies in
the area of knowledge that exists and it can be assumed that the same outcome may be
observed in the area of education and training (Table 4.11). Education and training are
directly related to knowledge. In addition to the survey, respondents were asked identify
areas of concern.
Board members were asked to select additional training and education that they
could benefit from. In Table 4.12, the results are ranked based on board responses.
Board members selected as their top five areas (1) Board Governance
Responsibilities, (2) Financial Performance, (3) Patient Quality/Safety, (4) Strategic
Planning, and (5) Market/Community Awareness.
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TABLE 4.11: Board Member Responses Re: Education and Training

Area of Inquiry
Board members get continuing education
on quality assurance/performance
improvement.
Board development is effectively based on
identified needs.
All board members participate in a welldeveloped continuing education process.
Orientation is reinforced by an ongoing
program of education and development.

Number & Percent
“Strongly Agree” Responses
Board Members
n
%
55
45.4

72

59.5

49

40.4

47

38.8

TABLE 4.12: Benefits from Additional Training and Education
Identified Areas
Board Governance
Responsibilities
Financial Performance
Patient Quality/Safety
Strategic Planning
Market/Community
Awareness
Legislative Concerns
Leadership and Management
Public Relations/Crisis
Management

Board Member
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Rank Order
1

66
65
63
61

2
3
4
5

49
40
37

6
7
8

Perceptions of Board Effectiveness
The survey instrument asked the participant “how effective do you perceive your
board to be?” The participant could only select one response, and the response options
included: extremely; very; moderately; slightly; or not at all. More than fifty percent
(53%) of the respondents indicated that they perceive their board to be extremely
effective and 33% agreed that they perceive their board to be very effective.
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Characteristics of Board Members That Influence Board Response
Three characteristics of board members were surveyed to see if these impacted or
affected board members answers. The board member characteristics questioned were age,
income level, and education attainment. Significant differences from these characteristics
will be discussed in the following sections.
Significant Age-Based Differences
A bivariate analysis was done via governing board member replies by age,
examining for noteworthy variances utilizing Chi Square. Table 4.13 consists of items
listed for which age-based variances were observed. Specific parts are deliberated in the
following sections. In general, governing board members age 50-64 are more likely to
“strongly agree” that performance or knowledge in all areas is sufficient, while board
members younger than 50 and older than 64 are less likely to do so.
Finance. Participants fifty to sixty-four years of age are more likely than younger
governing board members to strongly agree that the board identifies any early warning
signals of poor financial performance. Based on the findings, participants fifty to sixtyfour years and 65 years and older strongly agreed while those 49 and younger were less
likely to “strongly agree” to the board requiring an annual external audit and carefully
considering the auditor’s recommendation, those members (Table 4.13).
Strategic Plan. Participating governing board members in the age group of fortynine years and below are less likely to strongly agree that the CHC has a strategic plan
that is easily understood, in comparison to those fifty years and above. By and large, all
age groups agree that the board has the authority to establish and approve organizational
strategy. In examining if the strategic plan is used effectively to guide and evaluate
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efforts during the year, there was disagreement in those forty-nine and younger,
nonetheless, the age group fifty and above strongly agree. In comparing if comprehensive
strategic plan updates are provided to the board annually, those fifty to sixty-four years of
age replied in strong agreement while participants of those 65 and older and 49 and
below were in less strong agreement. In the area of inquiry of strategic planning, more
than half of those fifty and older, and fewer of the younger age groups, were in “strong
agreement” that the board understands and is engaged with the process of strategic
planning (Table 4.13).
Orientation. In the area of inquiry of orientation, governing members age 65 and
above were more likely to strongly agree that they received appropriate information than
were younger members (Table 4.13). Majority of board members, examining all ages,
strongly agree that all new board members successfully complete the orientation process.
All age groups of board members agree (71%) that the orientation process successfully
introduces board members to health care, their board and governance culture, and the
CHC’s services.
Knowledge. Fewer than one-fourth of those 49 years of age and younger in
comparison to 57.1% among those 50 and older, strongly agree that the expertise and
skill levels that are needed to be an effective board for their organization are adequately
represented among the current board members (Table 4.13).
Education and Training. In the oldest age group (65 and older), governing board
members are less likely to strongly agree that they receive continuing education on
quality assurance and performance improvement whereas those age 64 and younger
strongly agree (Table 4.13). Of the participants responding to the statement that board
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development is effectively based on identified needs, a majority were in strong
agreement. Fifty percent of all ages strongly agreed to the statement that all board
members participate in a well-developed continuing education process. Similarly, over
fifty percent of the participants, except for participants aged forty-nine and younger,
agreed that board members actively engage in a formal self-assessment annually,
examine their strengths and weaknesses, and plan for improved performance.
TABLE 4.13: Significant Age-Based Differences in Board Member Responses

Areas of Inquiry

Number & Percent of Strongly Agree
Responses

< 49 yrs
n
Financial
Identifies early signals of poor
financial performance
Requires annual external audit/consider
recommendations
Strategic Plan
CHC has a strategic plan that is easily
understood
Board established and approves
organizational strategy
Strategic plan guides and evaluates
efforts during the year
Strategic plan updates provided to
Board annually
Orientation
Receives well-developed, formal
orientation process for new members
Board members successfully complete
the orientation process

%

50-64 yrs
n

%

>65 yrs
n

p-value

%

8

25.0 32

57.1 25

75.0 0.0041

16

50.0 40

71.4 23

70.0 0.0463

16

50.0 32

57.1 25

75.0 0.0161

8

25.0 40

71.4 28

84.7 0.0217

4

12.5 40

71.4 22

66.1 0.0013

16

50.0 40

71.4 17

50

16

50.0 32

57.1 29

86.6 0.0109

16

50.0 16

28.6 26

79.2 0.0082
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0.0028

Orientation process introduces Board
members to health care, Board and
governance culture, and CHC’s
services
Knowledge
Expertise/skill levels needed to be an
effective Board are represented among
current board members
Education and Training
Board gets continuing education on
quality assurance & performance
improvement
Board development based on identified
needs
All Board members participate in
continuing education
Annual formal self-assessment to
improve performance

16

50.0 32

57.1 30

90.1 0.0392

8

25.0 48

85.7 25

75.0 0.0342

8

25.0 32

57.1 17

50.0 0.0012

8

25.0 40

71.4 20

60.6 0.0032

8

25.0 24

42.8 17

50.0 0.0054

5

14.8 32

57.1 22

66.6 0.0014

Significant Income Level Based Differences
Approximately 50% of board members who responded to the survey had income
levels greater than $75,000 per year. While approximately 21% of all board members
reported income levels $25,000 a year or less. For both categories in between,
approximately 13% of the respondents reported income levels in those perspective areas.
There were significant differences in all groups in the areas of strategic planning, board
orientation, knowledge, and education and training. The area of knowledge indicated the
most difference in “strongly agree” responses. Less than 14% of all board members who
completed the survey did not indicate their income level (Table 4.14).
TABLE 4.14: Significant Income Level Based Differences

Area of Inquiry
<$25,000
n

%

Number & Percent
“Strongly Agree” Responses
$25,000$50,000- $75,000>
<$50,000 <$75,000
n
%
n
%
n
%
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pvalue

Strategic Planning
The strategic plan is used
effectively to guide and
evaluate efforts during the
year
Comprehensive strategies
plan updates are provided
to the Board at least
annually
Orientation
The Board has a welldeveloped, formal
orientation process for
new members
The orientation process
successfully introduces
Board members to health
care, their Board and
governance culture, and
the CHC’s service
Knowledge
The expertise/skill levels
needed to be an effective
Board for this
organization are
adequately represented
among current board
members
Education and Training
Board members get
continuing education on
quality
assurance/performance
improvement
All Board members
participate in a welldeveloped continuing
education process
Orientation is reinforced
by an program of
education and
development

8

33% 2

13% 8

50% 22 40%

0.0222

16

66% 2

13% 8

50% 22 40%

0.0214

8

33% 8

50% 8

50% 48 86%

0.0248

8

33% 8

50% 2

13% 56 100% 0.0028

0

0%

2

13% 8

50% 47 85%

0.0208

8

33% 2

13% 8

50% 23 42%

0.0039

8

33% 2

13% 2

13% 23 42%

0.0124

8

33% 2

13% 2

13% 16 23%

0.0359
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Significant Education Attainment Based Differences
Approximately fifty-three percent (53%) of board members who responded to the
survey had graduate degrees that included PhD and MBA while approximately a little
over one-third (33%) reported having undergraduate degrees, some college or other
education.
Orientation. Majority of all Board members without the regard to the different
levels of education attainment conveyed a strong agreement that the board receives welldeveloped, formal orientation process for new members. Among the board members with
graduate degrees, 62.5% strongly agree that all board members successfully complete the
orientation process whereas those with undergraduate degrees, some college or other
education 47.1% agreed strongly (Table 4.15).
Knowledge. Among board members with graduate degrees, 87.5% agreed
strongly that the expertise/skill levels needed to be an effective board for the organization
are represented among current board members, and those with all other education levels
were in less agreement (40.0%) with a p = 0.0392. Across all education levels, there was
overall strong disagreement that the board lacks the necessary skill sets for effective
governance (Table. 4.15).
Education and Training. Among board members with graduate degrees, only
37.5% agreed strongly that all board members participate in a well-developed continuing
education process whereas those with undergraduate degrees, some college, or other
education 60% agreed strongly (Table 4.15). There was an observed significant education
attainment difference among board members who strongly agreed that board members
actively engage in formal self-assessment annually, examining strengths and weaknesses

79

and planning for improved performance. Among board members with graduate degrees,
62.5% strongly agreed whereas with all other education levels, 40% strongly agreed
(Table 4.15).
TABLE 4.15: Significant Education Attainment Based Differences
Number & Percent
“Strongly Agree” Responses
Less than
Graduate
Graduate
p-value
n
%
n
%

Area of Inquiry

Orientation
Receives well-developed, formal
orientation process for new members
Board members successfully complete the
orientation process
Knowledge
The expertise/skill levels needed to be an
effective Board for this organization are
adequately represented among current
board members
Board keeps itself well informed about
organization’s performance
Education and Training
All Board members participate in
continuing education
Annual formal self-assessment to
improve performance

32

80.0

48

75.0

0.0231

19

47.1

40

62.5

0.0432

16

40.0

56

87.5

0.0428

16

40.0

40

62.5

0.0392

24

60.0

24

37.5

0.0308

16

40.0

40

62.5

0.0451

Perception of Board Effectiveness
In examining the last question on the survey, “How effective do you perceive your
board to be”?, a cross-sectional analysis was important to review to determine if there
were any similarities or differences in this group of respondents who felt that their board
was “extremely” effective. As stated earlier, more than fifty percent (53%) of the
respondents indicated that they perceive their board to be extremely effective. In looking
at this population only, an analysis to look at how many of them “strongly agreed” in
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various categories were obtained. In all areas 50% and higher of the respondents who
perceive that their boards are extremely effective also “strongly agree” with the specific
statement, indicating that they perceive their board to be effective. The results are located
in Table 4.16.
TABLE 4.16: Extremely Effective Board Perceptions (Population)
Number & Percent
“Strongly Agree” Responses
Board Members
n
%

Area of Inquiry
Financial
Identifies early signals of poor financial
performance.
Requires annual external audit/consider
recommendations.
Strategic Plan
CHC has a strategic plan that is easily
understood.
Board established and approves
organizational strategy.
Strategic plan guides and evaluates efforts
during the year.
Orientation
Receives well-developed, formal
orientation process for new members.
Board members successfully complete the
orientation process.
Orientation process introduces Board
members to health care, Board and
governance culture, and CHC’s services.
Knowledge
Expertise/skill levels needed to be an
effective Board are represented among
current board members.
Education and Training
Board gets continuous education on
quality assurance & performance
improvement.
Board development based on identified
needs.
All Board members participate in
continuing education.
81

49

75

57

87.5

33

50

49

75

49

75

49

75

41

63.5

49

75

41

62.5

41

62.5

49

75

33

50

Annual formal self-assessment to improve
performance.

33

82

50

CHAPTER 5: SUMMARY
Summary, Conclusion, and Recommendations
The purpose of the current study was to provide a descriptive analysis of the
board members’ perception of their roles, function, and performance effectiveness. The
results and outcome of the research will add to the literature by providing a framework
for understanding of how CHC board members perceive the governance structure of these
organizations and their effectiveness. For the past fifty years, CHCs have illustrated what
it means to be essential safety net health care providers, rising to the challenge of
delivering primary care to some of the most vulnerable populations in the most
underserved areas of the United States, while depending on exceedingly limited
resources. The governing boards of CHC’s manage the scarce resources that are vital for
health care delivery that might not otherwise be available or provided to these vulnerable
populations. The objective of these governing boards is to deliver safe and quality health
care to each person who uses the services provided by Community Health Centers.
Community Health Centers have gone through numerous changes over the years
since they began. CHC governing boards were to represent the community served in
order to speak to the communities’ needs. Governance by and for the people served was
and continues to be an essential and distinguishing characteristic of the health center
program. The consumer/patient governance mandate has been recognized for allowing
CHCs to be more responsive to the necessities of the communities and patients they
serve.
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While the purpose of this policy was to form boards that would mirror the
communities that they served, board training and education to ensure board members
competencies related to governance was not included in the mandate by the legislation. In
general, issues such as this become serious policy-making decision concerns for
governing boards and the people or communities they serve, but can be significantly
problematic for consumer-dominated governing boards.
To identify how the Community Health Center governing boards in South
Carolina compare to these areas, primary research was conducted with governing boards
of nineteen community health centers which are a part of the South Carolina Primary
Health Care Association. Because of the participant’s contribution and completion of this
survey, we are able to conduct this discussion, summarize the findings and make
recommendations constructed from what was learned through this research. Questions
that were asked in the research were based on a two sources a 2003 Hospital Director
Survey: Gaining Insight to Aid Governance Practice and The Corporate Fund Non Profit
Self-Assessment. This revision of the survey instrument was used for the 2007 Survey of
Small and Rural Acute Care Hospital Board (Adams, RH. 2007). In the following
sections, a summary of the findings and how these findings compare to the literature are
presented; along with conclusions drawn from the findings on how participating CHC
board members perceived functioning, performance, board development factors, and
board effectiveness of their boards.
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Functioning Factors
Roles and Responsibilities
Summary: Over eighty percent of the board members strongly agree that the
board members clearly understand their roles on the board (Table 4.2). However based on
the literature, studies have shown that many nonprofit governing boards fail to meet their
roles and responsibilities (Fink, 1989; Hall, 1990; & Middleton, 1987). Results are
counter to earlier studies and more in line with more recent research.
Conclusion: Possibly, this summary is reflective of the numerous modifications
orchestrated by the National Association of Community Health Centers that have
transpired in community health center governance over the last twenty plus years, which
have influenced how community health center board members are expected to perform
their roles and responsibilities. Some of these modifications have required a standard
change away from the overall general standard for governing board members (Carver,
2006). In considering all of the changes that have taken place in healthcare industry and
the consistent amendments being made to the federal mandates for CHCs, well developed
orientation and ongoing educational opportunities have become more significant than
ever. With global transition to online instruction, there are diverse methods and
opportunities that can be implemented to meet the educational needs of CHC governing
boards. In today’s society, we must conceptually realize that there is not a universal
approach to learning and comprehension and that all efforts to ensure that governing
board members understand roles/responsibilities must be well developed and
implemented.

85

Policies
Summary: Governing boards are authorized to develop and implement policies
on an ongoing basis. In examining the results from the participant’s responses from the
Community Health Center’s governing boards, a little over 60% strongly agree that board
members accept and understand their responsibilities of setting organizational policy, that
polices are reviewed annually with updates made to them as needed, and that strong
polices exist in all major areas needed. These areas include finance, personnel, quality,
safety, ethics and other functions unique to the CHC’s work. Based on the findings, it
was observed that there was less “strong agreement” in that board members accept their
responsibilities of adopting a mission statement that is organized into board policy (Table
4.3). Based on the literature, the roles/responsibilities of setting policy falls under the
umbrella of the mission with ensuring policy decisions are reflective of the mission
(Inglis, 1999). The literature indicates that these are standards set in the discussion of
board governance, however board members often times, do not understand their
responsibility in policy development. The data from the findings support the literature in
this area.
Conclusion: CHC Board policies should mandate there be an adoption of the
mission statement and ensure that the mission statement is codified into board policy.
Board policies are not only significant declarations about an organization, but they also
lay out procedures associated with particular policies; and give guidance to governing
boards (Inglis, 1999). The mission statement explains roles associated with fiduciary
responsibility and how the organization defines and conducts itself, including roles
pertaining to the mission, accountability to members, ensuring policy decisions reflect the
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mission, ethical responsibilities, and following charters. The organizational and
committee structure could be designated so that the proper focus of adopting the mission
can take place (Inglis, 1999).
Finance
Summary: Governing board members agree with statements that the board
approves that budget (73.5%), receives appropriate financial information monthly
(93.3%), and that the board requires an annual external audit and considers the auditors’
recommendation (80.1%). In contrast to the above statistics, governing board members
were less likely to strongly agree that financial reports are clearly understood by the
board and that the board identifies any early warning signals of poor financial
performance (Table 4.4). This finding is reflective of what is stated in the literature. The
literature confirms that roles related to financial planning and budget allocation are
primary responsibilities of governing boards (Inglis, 1999). However, the literature also
indicates that governing boards may lack a basic understanding of the substance and
implications of the budget. Ensuring the financial health of the organization and aligning
the goals with the project applications are areas of concerning for CHC’s (US, DHHS,
HRSA, BPHC, Governing Board Handbook, 2000).
Conclusion: Given their historical significance, potential health outcomes and
benefits to the community, it is important that CHC governing boards possess
competencies and skills that enable them to make appropriate decisions in regard to the
financial stability. Research acknowledges that there is a need for for-profit financial
expertise on non-profit governing boards, such as CHC governing boards. There are
several historical events in which former non-profit organizations failed in being held
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accountable for the financial state of the organization. In this study, board members
recognize that they do not clearly understand financial reports and that they do not know
early warning signs of poor financial performance. Evidently there is a necessity to
improve the orientation process and implement well-developed educational modules
pertaining to financial matters. Individuals selected or appointed to serve on governing
boards have the fiduciary responsibility to protect and oversee the assets of the
organization and its constituents. This duty and safeguard can be enhanced if what is
being monitored is well understood by board members. These individuals volunteer their
time and energy to create a fiscally and managerially strong organization with the
primary purpose of improving the health status of their community.
Strategic Plan
Summary: While majority of the board members strongly agreed with areas of
strategic planning, slightly greater than a majority strongly agreed with the following
statements: budget accurately reflects the priorities established in the strategic plan
(66.1%); and strategic plan is used effectively to guide and evaluate efforts during the
year (60.3%) (Table 4.5). Again, the finding is reflective of what is stated in the
literature. The literature confirms that role of strategic planning is imperative to the
success of nonprofit organization governing boards. Strategic planning covers several
areas including financial solvency (Inglis, 1999). However, the literature also indicates
that governing boards may lack a basic understanding of the substance and implications
of the budget. Ensuring the financial health of the organization and aligning the goals
with the project applications are areas of concerning for CHC’s (US, DHHS, HRSA,
BPHC, Governing Board Handbook, 2000).
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Conclusion: In regards to strategic planning, governing board’s roles and
responsibilities are related to financial planning and budget allocations, human resources,
and long-range plans and strategies. The board foresees and outlines the institutional path
that helps ensure a strategic method or design to the organizations future. If the budget
does not accurately reflect the priorities established in the strategic plan and if the
strategic plan is not used effectively to guide and evaluate efforts during the year, then
the organization clearly will be operating in deficits. Ensuring the financial health of the
organization and aligning the goals of the project application with the strategic direction
of the health center are critical responsibilities of the board (US DHHS, HRSA, BPHC,
Governing Board Handbook, 2000). In addition to the above, boards are highly
recommended to work with health care management and community leaders to actively
participate in long-term strategic planning to position the health center in the future. In
order to effectively fulfill these roles and responsibilities, the governing board must be
involved in health center planning throughout the year.
Performance
Decision-Making
Summary: In the area of decision-making, there were two statements that a
majority of governing board members strongly agreed with: board members actively
participate in the decision-making (80.1%) and board meetings are conducted in a
manner that ensures timely resolution of issues (73.5%). Areas where board members
expressed concern (less likely to strongly agree) included (1) board recognizes
complexities and subtleties in the issues it faces, and draws upon multiple perspectives to
dissect complex problems and to synthesize appropriate response (53.7%) and (2) board
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demonstrates good problem solving skills (60.3%) (Table 4.6). Numerous empirical
research studies have examined how board power and independence affect policy
outcomes, but very little research represents an attempt to identify factors that determine
whether boards have adequate knowledge and information to make meaningful
contributions to the strategic decision-making process. Several research studies have
observed that the 51% consumer majority composition is not synonymous with decision
making authority and that these consumer board member representatives are less likely to
serve on the board’s executive committee or serve as board chair (Wright, 2017). The
results from the study support current literature.
Conclusion: These results indicate that it is imperative to again, focus on
orientation and ongoing educational techniques to improve the abilities and skillsets
needed to make appropriate and beneficial decision-making as members of the governing
board.
Relationships (External and Internal)
Summary: In exploring relationships, the survey questioned external and internal
relations that impact overall board governance. A majority of the areas were strongly
agreed upon by research participants. The board consistently functions openly in a
collegial, team building manner (79.3%); board members clearly understand their
relationship to management, employees, and the medical staff (72.7%); and the board
ensures that the CHC meets the community’s health care needs (72.7%) were areas where
there was overall agreement. However, areas where respondents were less likely to agree
were (1) board has an effective process for removing non-performing board members
(47.1%) and (2) board has a strong sense of important community health care needs and
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issues (66.1%), (Table 4.7). The literature suggests that findings align with what the
literature says about relationships. Based on Axelrod (1994), governing boards should
conduct themselves as ambassadors for the organization, advancing the public image of
the organization. However, governing boards should have policies and procedures in
place for effective removal of non-performing board members. Again, if board members
do not have a clear understanding of the policies or if they have not developed and
implemented effective policies in this area, the organization will fail (Soltz, 1992).
Conclusion: The fact that only 47% of the governing board members strongly
agreed that the board has an effective process for removing non-performing board
members indicates that there are deficiencies in board function, specifically in the area of
policies. There should be policies and procedures in place for the removal of nonperforming board members. Ironically, the second statement that received a lesser
strongly agree from majority of the board members, board has a strong sense of important
community health care needs and issues, directly conflicts with the 51% user mandate. It
would seem that if a majority of the board were users of the health care facility, there
should be a strong sense of the health care needs and issues. This observation also
conflicts with the statement that was strongly agreed upon, “board ensures that CHC
meets the community’s healthcare needs.”
Accountability and Assessment
Summary: In discussing accountability and assessment among governing board
members, a majority of the respondents strongly agreed with three of the items on the
survey. These areas include: “board takes into account the culture, values, mission, and
norms of the organization it governs” (72.7%); “board nurtures the development of its
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members as a group and fosters a sense of togetherness and teamwork” (70.2%); and
“current governance structure and process makes efficient use of Board’s time” (71.9%)
(Table 4.8). The items that scored less of strong agreement were (1) board members
actively engage in formal self-assessment annually, examining strengths and weaknesses
and planning for improved performance (52%) and (2) board members uncover particular
area of under-performance and identify best solutions (60.3%) (Table 4.8). Based on the
literature review, board self-assessment is recognized as an essential element of constant
governance improvements that is typically administered annually. Effective measuring of
board performance can only take place if the various board functions are first identified
and assessed on how well they are being performed (Ogbechie, 2008). The Joint
Commission on Accreditation of Healthcare Organizations mandates annual governance
evaluation. This evaluation is designed to “improve performance by strengthening
members understanding of their role and fostering better communication and greater
cohesiveness. However, the literature supports that several of these governing boards do
not have good procedures in place for annual evaluations (Alexander, 1990; Deegan and
Gollattscheck, 1985; & Pointer and Ewell, 1994). Current findings support the literature.
Conclusion: Given the pivotal role that healthcare organizations play in our
communities, the quality of board governance in these organizations is uniquely
important. To be effective, boards should establish measures to ensure that they perform
in a highly organized and disciplined manner. Governing boards must take the initiative
in identifying the type of information necessary for execution of their oversight role in a
way that ensures accountability (Wilson, 2002). Self-assessment enables board members
to uncover particular areas of under-performance and to identify best solutions. There are
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several resources available to CHC governing boards that can assist with this issue or
concerns. NACHC and the South Carolina Primary Health Care Association provide
trainings and modules to enhance the development of these self-assessments.
Board Development
Orientation
Summary: In examining the area of orientation of board members, there seemed
to be similar feelings from survey participants. In all areas, over fifty percent of the board
members strongly agreed with the survey items. These items included: board has a welldeveloped, formal orientation process for new members (72.7%); all new board members
successfully complete the orientation process (60.3%); and the orientation process
successfully introduces board members to health care, their board and governance
culture, and the CHC’s services (71%) (Table 4.9). Based on the literature, board
members have never been oriented to the demands of their position. Board education and
development starts during this important session. These findings align with earlier work
suggesting effective stewardship demands a shared understanding and clear expectations
of the collective role of the board and of individual board members (Gregoire, 2000).
Because of this, like the literature suggests, orientation should be well-developed and
implemented in multiple sessions.
Conclusion: It can be presumed that the orientation process for any board but
especially CHC governing board members may become challenging due to the magnitude
of information that is introduced to them at one time. CHC governing boards are
mandated to be composed of 51% being users of the CHC. The information that is
outlined during the orientation process may be difficult for the consumer members on the
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board, given the true definition of consumer member. Because of this, like the literature
suggests, orientation should be an ongoing process and should be well-developed and
implemented in multiple sessions.
In the past, board members received little or no training as to their
role/responsibilities or what is expected of them, other than being told that they “make
policy,” approve budgets, and have a fiduciary obligation for the fiscal integrity of the
organization (Axelrod, 1994). However, the National Association of Community Health
Centers (NACHC) provides a variety of trainings, webinars, and publications to assist
health center board members understand the legal, administrative, financial, and clinical
aspects of health center governance (NACHC, 2019). Based on the results, there is room
for improvement and CHC’s and their governing boards must commit to an ongoing
orientation process of learning.
Knowledge
Summary: Knowledge is a fundamental necessity when evaluating board
governance. Under this umbrella, the survey instrument addressed four areas: the board is
knowledgeable about the bylaws of the board (66%); the board lacks the necessary skill
sets for effective governance (26.4); the expertise/skill levels needed to be an effective
board for this organization are adequately represented among current board members
(68.5%); and this board keeps itself well informed about our organization’s performance
against predetermined plans and goals (47.1%) (Table 4.10). When examining the data, it
is obvious that there is room from improvement in governing board members being
educated about the bylaws and keeping itself well informed about the organization’s
performance. There are several research studies that indicate the importance of
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knowledge of governing board members as factors that impact board performance and
effectiveness. In a 1990 research study (Carver), research findings indicate that board
members must be knowledgeable and well informed about the organization and its
overall mission. The literature also suggest that the annual self-assessments of governing
boards would identify areas that a board member may be deficient in.
Conclusion: As stated in above areas, several of the deficiencies that are
observed in the data, suggest that the orientation process should be revamped or revised.
Knowledge about the bylaws should be provided in an ongoing orientation process to
ensure that board members are informed of how the board will operate. Boards that are
well-informed and trained with the appropriate skills should be more successful at
decision-making and governance than unqualified governing boards (Kolzow, 1995).
Education and Training
Summary: Education and training are significant components of the success of a
governing board. Four items were addressed under this topic on the survey instrument.
Out of the four, in only three, was there observed approximately one-third response of
“strongly agree.” These items addressed board member receiving continuing education
on quality assurance/performance improvement (45.4%); board development is
effectively based on identified needs (59.5%); and all board members participate in a
well-developed continuing education process (40.4%) (Table 4.11). The fourth item
scored a much lesser “strongly agree” response: orientation is reinforced by an ongoing
program of education and development (38.8%). However, the literature indicates that
each CHC has state and federal resources available to them to assist with their
educational needs. However, this statement is not true for South Carolina CHCs, there is
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no state support except for direct patient care (SCPHCA). The National Association of
Community Health Centers (NACHC) and Primary Care Associations (PCAs) provide a
variety of trainings, webinars, and publications to assist health center board members
understand the legal, administrative, financial, clinical aspects of health center
governance, and technical support (NACHC, 2019 and HRSA Program Funding
Opportunity Guidance).
Conclusion: The data indicates that there is definitely room for improvement in
the area of education and training. Board education and training opportunities can occur
in numerous ways. Presentations and training sessions can be incorporated in monthly
board meeting agendas. There are endless annual state and national meetings, seminars,
conferences, etc., that are available for health care providers and health systems. Several
governing boards participate in annual retreats that allow for the development of
enhanced relationships with board members, executive management teams, and
professional medical staff (Wilson & Claypool, 1994).
As stated under Board Development, NACHC provides several trainings and other forms
of educational tools to CHC governing boards annually during the Community Health
Institute (CHI) and Policy & Issues Forum (P&I). These trainings are tailored for
governing board members and focus on the following topics: financial management,
health center governance, human resources support, leadership development, operations
management, and workforce education solutions. NACHC also conducts webinar
seminars on Board Succession Planning, Board Chair Succession, Board’s Role in CEO’s
Succession Planning and Introduction to Board Services (NACHC, 2019).
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Characteristics of Board Members that Influence Board Response
There were three individual characteristics that were examined to establish if they
effected how board members of Community Health Centers replied. Governing Board
member characteristics surveyed included age, income level, and education attainment
level. Age was the only characteristic that resulted in frequent areas of inquiry that may
have impacted governing board answers. Income level and educational attainment will be
generally summarized in the below section. In general, there is limited literature
examining these three characteristics. Based on a 2016 study, gender and racial diversity
had a greater influence on board governance than age (Buse, K, 2016).
Age
Summary: Age was connected with governing board member replies related to
topics of function, performance, and board development. In general terms, governing
board members who were 65 years or older, strongly agreed performance or knowledge
in all areas were sufficient however those board members that were in younger categories
did not respond the same (strongly agree). Obviously, for board members age 64 and
younger there are significant fiscal concerns, specifically in members not feeling
comfortable and not being able to identify early signs of poor financial performance.
Additionally, there was a lack of strong agreement in this same age group relating to the
question of the board requiring annual external audit and considering the
recommendations.
In examining the inquiry of strategic planning, there were significant differences
across all ages, specifically in the following items: CHC has a strategic plan that is easily
understood; board establishes and approves organizational strategy; and strategic plan
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guides and evaluates efforts during the year. All age groups agree that the board receives
strategic plan updates annually (Table 4.13).
The last three areas of inquiry fall under board development. In regards to board
orientation, for board members ages 50 years and older, there were significant similarities
in participant responses. However, respondents 49 and younger were less likely to
“strongly agree” with the board receiving a well-developed, formal orientation process,
the board successfully completing the orientation process, and the orientation process
introducing new board members to health care, board and governance culture, and CHC’s
services. Similarly, when evaluating knowledge, the same age group was less likely to
agree with the expertise/skill levels needed to be an effective board are represented
among current board member.
Conclusion: This could possibly be related to or associated with the experience
level of board members or the board member level of knowledge, education and training
in the ever changing health care industry and the culture of community health centers.
The majority of the board members represent a highly educated group of individuals, yet
there are areas of education and skillsets needed to perform effectively as a governing
board. This is observed in Table 4.13. Again the respondents 49 years and younger were
less likely to agree with the board receiving continuing education on quality assurance
and performance improvement. This group also demonstrated discrepancies in the area of
annual self-evaluations being implemented to enhance board performance.
The two remaining individual characteristics, income level and educational
attainment were found to have minimal impact on board member responses (Tables 4.14
and 4.15).
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Income Level
Summary: Thirteen percent of respondents under the income level of less than
$25,000 agreed that the strategic plan is used to effectively guide and evaluate efforts
during the year, while 40% strongly agreed for respondents who earn $75,000 or more.
Under the category of orientation 100% of the respondents who earn $75,000 or more
agreed that the orientation process successfully introduces board members to health care,
their board and governance culture, and the CHC’s services. As for knowledge, for
respondents who earn $25, 000 or less there were no respondents who agreed that the
expertise and skill levels needed to be an effective board for this organization are
adequately represented among current board members. There is very limited existing
literature that examines the impact of influence of income level diversity among board
governance (Walt and Ingley, 2003).
Conclusion: There are some differences in responses based on income level but it
does not appear to have a substantial influence on the findings. Income level is typically
associated with education levels and as observed in the findings, the categories of
difference were associated with the extreme lower and higher spectrums.
Education Attainment
Summary: There were two areas of inquiry in education attainment were
significant variances were recognized (Table 4.15). These areas were orientation, and
education and training. As stated above, there is inadequate data available studying the
impact that education attainment has on board governance (Walt and Ingley, 2003).
Conclusion: Orientation, and education and training are areas that have been
consistently mentioned in this study and in the literature. This confirms that governing
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boards and their organizations must take an active interest in the continued development
of its members.
The top three areas of training that governing board members perceive they would
benefit from are (1) board governance responsibilities, (2) financial performance and (3)
patient quality/safety. This can be perceived as a contradiction to the above finding.
Board governance responsibilities was ranked as the number 1 area of need but under
roles and responsibilities, over 80% of the respondents said they “strongly agreed” that
roles and responsibilities of board members are clearly defined. This would not be an
assumed response based on the literature.
Because only three income level based and two education attainment based
differences were observed across a widespread survey, it is assumed that the findings
could have probably happened by chance and do not require continued analysis.
Perception of Board Effectiveness
In table 4.16, the findings from the respondents who perceive that their boards are
effective detailed significant information in comparison to the areas of finance, strategic
planning, orientation, and education and training. As stated out of the 121 participants,
53% perceive that the board is effective. When examining the responses in the other
categories utilizing this population, the results indicate that majority of the areas received
a 50% or higher “strongly agree” response.
Specifically, in the area of finance, the statement “requires annual external
audit/consider recommendations,” resulted in a significant difference from the results in
Table 4.4, where 80% of the total respondents “strongly agreed.” Similarly, in the area of
knowledge (Table 4.10), 68.5% of the total respondents “strongly agreed” expertise/skill
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levels needed to be an effective Board are represented among current board members,
whereas in the population of those that perceive the board is extremely effective, the
findings indicated that 62.5% “strongly agreed.” In the area of education and training
(Table 4.11), 59.5% of the total respondents “strongly agree” that the Board development
is based on identified needs, and in the population of extremely effective board members,
75% “strongly agree.” These results imply that governing board members may define
effectiveness differently from the factors that lead to an effective board based on the
conceptual model.
Small and Rural Acute Hospitals and Community Health Centers
In examining the findings, it seemed appropriate to reflect on the results from the
previous study that was conducted to study governing boards and CEO’s from small rural
hospitals in South Carolina. Because the survey instrument was very similar, a
comparison of the results could indicate if the boards have similar perceptions in regards
to issues and concerns. In the area of orientation, in the study of hospital boards, 35.8%
of the board members “strongly agreed” that all board members successfully complete
the orientation process, whereas in the current study 60.3% of CHC board members
“strongly agreed”.
In the area of knowledge, there was a significant difference in the question that
asked the expertise/skill levels needed to be an effective board for this organization are
adequately represented among current board members: only 33.5% of the hospital board
members “strongly agreed” and in the CHC governing board study, 68.5% of the
respondents “strongly agreed.” In exploring the area of education and training, two
questions had different responses. In the question asking board development is effectively
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based on identified needs, 28.9% of the hospital boards “strongly agreed.” In the CHC
governing board responses, 59.5% “strongly agreed.” In the question, all board members
participate in the a well-developed continuing education process, 20.1% of small hospital
governing boards “strongly agreed”, and 40.4% of CHC governing boards “strongly
agreed.” Even though there are significant differences in the roles and responsibilities of
hospital boards and CHC governing boards, these areas should have reflective similarities
because of the defined roles and responsibilities stated in the literature.
Based on the findings and conclusions of the study in context of previous
literature the following recommendations are presented.
Recommendations
Accountability and Assessment
Being selected or appointed to a CHC governing board is a vital role and
enormous responsibility for anyone. Based on the literature, participating in an annual
self-driven assessment is the duty of each board member. Each member should have the
capability to complete and submit a truthful evaluation of how they believe they are
performing individually and collectively. This annual assessment is implemented to
recognize any deficiencies in capacities that are in need of upgrading, and areas that
require further education and training. Benefits in organizational effectiveness is directly
reflective of a strong, educated, and well-developed governing board. To be effective,
boards should establish and edit/update measures to ensure that they perform in a highly
organized and disciplined manner.
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Strategic Planning
Community Health Center governing boards must acknowledge the significance
for improved understanding, strategic planning and the identification of key stakeholders
who must be included in the process. The board, as mandated, is considered to be a
consumer-dominated board, with that being said, there are two other figures of authority
connected to the success of CHC’s (Executive administration and key medical
personnel). Collectively, these authoritative figures must ascertain what is required to
ensure that quality and safety of patient care is of greatest importance and consistently
provided. The overall authority and responsibility of ensuring this falls on the board, the
delivery and appropriate execution of quality health care falls within the medical
personnel expertise and the primary responsibilities of the executive administration is to
ensure the organizational structure and allocation of financial resources are appropriate
and sufficient. Theoretically, to ensure a successful and productive Community Health
Center, the three authoritative entities must partner and work well together. In previous
observation of local CHC’s, common practice of governing boards is to host and facilitate
annual board retreats that include management staff. This is typically the environment to
revise, and implement organizational strategies.
Education and Training
Community Health Center governing board composition primarily consist of
individuals who represent the community, who are considered volunteers, and probably
have little to no expertise in the health care industry. Because of this, it is extremely
important to provide these individuals with the appropriate information, skills and tools
to be a successful governing board. CHC’s are complex health care systems with many
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federal rules and regulations that may not be easily understood, especially for the
consumer representative. Therefore, board members are challenged with a moderately
abrupt learning curve, which is initially introduced through the orientation process for
new board members. Orientation should be well-developed and implemented. Based on
the literature, it should not be held in one sitting, but rather occur is multiple sessions to
accurately cover significant information. Implementation can occur in various methods
and should include an introductory session that familiarizes the new board with their
roles and responsibilities. Securing outside organizations or entities to facilitate
components of the orientation process should be considered. Community Health Centers
have an abundance of readily available resources such as NACHC and the SCPHCA.
After conducting self-assessments, individual summaries of each member should
be conducted to evaluate the personal educational needs and identify the members’
interests and training needs based on the self-evaluations completed annually. This would
provide valuable and appropriate planning information for the development of each
person that is selected for the board.
Mentor/mentee assignments is another concept that could be implemented to
assist new members in getting use to their roles and the expectations of being a governing
board member. Experienced board members who are willing to serve as mentors is an
excellent strategy in bridging the gap and enhancing the knowledge and roles and
responsibilities of the board (Adams, RH, 2007).
Limitations of the Study
There are several limitations in this study and they must be acknowledged and
discussed. The initial limitation is that the literature and framing of the study is based on
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the Community Health Centers and History of Community Health Centers dated up to
2018. A second limitation is that the study was implemented in a single state, South
Carolina, and the findings may not be reflective in a national study. Also, the sample size
could be larger given a larger population. However, there were sufficient replies to the
survey instrument. Obviously, this restricted and impacted the amount of answers
analyzed.
Fourth, the possibility of response bias must be acknowledged when applying a
questionnaire/survey research method. Some research participants may be more driven or
have a vested interest in the subject matter and purpose of the survey and therefore are
more likely to respond while others are less likely to respond. Therefore non-response
bias needs to be recognized in mail surveys (Jobber, 1984). Because this study was
introduced to the board members primarily by the CEO’s of each center, if a CEO was
unwilling to participate, their governing board was excluded from participating as well.
Fifth, the letter of support and participation, signed by the CEO of the South
Carolina Primary Health Care Association, which was included in each survey packet
sent to board members and emailed to Community Health Centers CEO’s, was a possible
perception of intimidation. Even though the letter was supportive in its message and there
was no incentive to participants to complete and submit the survey, it is sensed that this
certainly controlled for the potential perception.
Finally, due to COVID-19, access to data and data analysis has been restricted.
Future Studies
The current study signifies a beginning in the area of first-hand exploration that
could be done about the subject of governance in Community Health Centers. Through
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self-assessment, the subjects aided in the initial step for an in-depth study of CHC
governing boards awareness of performance effectiveness and potential development of
an evaluation instrument created and designed for CHC governing boards as it relates to
the strategic decision-making process. The research should be broadened to include a
cross-sectional of geographical areas across the United States to see if the areas identified
in this study are common to Community Health Center governing boards generally or if
they are unique to only those located in South Carolina.
Consideration might need to be given to future studies to examine comparisons
between characteristics of Community Health Center governing board members and
CEO’s of CHC’s in the areas of board function, performance and development. An
examination of the HRSA requirement of majority [at least 51%] of the health center
board members must be patients served by the health center could be another future
study. This study could explore defining the language of “user”. The current requirement
states “the patient board members must, as a group, represent the individuals who are
served by the health center in terms of demographic factors, such as race, ethnicity, and
gender.” (www.bphc.hrsa.gov) Also, a Consumer vs. Non-Consumer comparison of
board perspectives would be a future research study to be considered.
Another concept for future study focuses on whether the performance of the
governing board affects the performance of the community health center? There has been
an ongoing movement toward joint governance and the involvement of executives,
governing boards, medical staff and users of Community Health Centers. The concept of
“Patient Advisory Councils” would be the ideal change for Community Health Centers.
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Based on the summaries, an evaluation of governing boards and their definition of
effectiveness could lead to new and beneficial literature in this field of study.
An in depth examination of board effectiveness would be an ideal research study
for Community Health Centers. The current study findings resulted in the participant’s
perception of board effectiveness. This finding may not translate to what actually occurs.
A research project designed to determine actual effectiveness vs. perception of
effectiveness would add valuable information to the current literature and create definite
measures of effectiveness.
Lastly, in concluding the research study, the idea of examining the perception of
CHC’s from a marketing perspective would also be a concept for future studies. CHC’s
have a perception of providing health care to certain populations. In conducting this
research, the mandate of 51% user, is just that, user. It does not mean that the percentage
is all low income, uneducated, uninsured, etc. A study looking at how CHC’s are
perceived in their communities and if marketing CHC’s should be addressed what be
ideal.
Implication for Policy
There could clearly be policy initiatives that involve a higher standard and
expectation in the area of training and education required of community health center
board members. Community Health Centers operate in a constantly changing and
increasingly complex environment. The National Association of Community Health
Centers (NACHC) provides multiple trainings and publications to assist and educate
board members interested in the legal, administrative, financial and clinical aspects of
health care governance. However, a majority of these trainings are optional and should be
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considered mandatory. Modules offered that should be mandated include Board Financial
Oversight; Board Succession Planning; Board Chair Succession; Board Roles in CEO
Succession Planning; and Introduction to Board Services. These types of trainings would
apply to not only community health centers governing boards but to all other health
system governing boards. The need to improve management of insufficient resources,
both fiscal and human, to better protect the provision of healthcare and well-being of
individuals who are in need of health care delivery services and to have a better
understanding of the requirements, roles and responsibilities of being a community health
center governing board member might require the intervention of this policy.
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APPENDIX A: SOUTH CAROLINA COMMUNITY HEALTH CENTERS (2018)
TABLE A.1: South Carolina Community Health Centers (2018)
NAME

City

Counties Served

Beaufort-Jasper-Hampton
Comprehensive

Ridgeland

Black River Healthcare

Manning

CareSouth Carolina

Hartsville

Beaufort
Jasper
Hampton
Clarendon
Williamsburg
Chesterfield
Darlington
Dillon
Lee
Greenwood
Chester
York
Fairfield
Lexington
Newberry
Richland
Orangeburg
Bamberg
Calhoun
Dorchester
Berkeley
Charleston
Colleton
Dorchester
Florence
Horry
Marion
Florence
Horry
Allendale
Barnwell
Aiken
Greenville
Cherokee
Spartanburg
Richland
Chesterfield

Carolina Health Centers
Community Medicine
Foundation
Eau Claire Cooperative

Greenwood
Rock Hill

Family Health Centers

Orangeburg

Franklin C. Fetter

Charleston

Health Care Partners

Columbia

Conway

HopeHealth
Little River Medical Center
Low Country Health Care

Florence
Little River
Fairfax

Margaret J. Weston Medical
New Horizon
ReGenesis Community

Clearwater
Greenville
Spartanburg

Richland Community Health
Sandhills Medical Foundation

Columbia
McBee
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Sumter Family Health

St. James-Santee Family
Health

Sumter

Sumter

McClellanville

Georgetown
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APPENDIX B: SURVEY OF COMMUNITY HEALTH CENTERS

2018 SURVEY OF
COMMUNITY HEALTH CENTERS GOVERNING BOARDS
IN SOUTH CAROLINA:

UNDERSTANDING OF PERCEPTIONS OF BOARD
EFFECTIVENESS

Researcher Contact:
Brandi L. Wright
PhD Candidate Health Services Policy Management
Arnold School of Public Health
University of South Carolina
Phone: (803) 533-3659
E-mail: brandiwright@hotmail.com

Conducted with the endorsement of:
South Carolina Primary Health Care Association
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INTRODUCTION AND INFORMED CONSENT

My name is Brandi L. Wright and I am a doctoral candidate at the University of South
Carolina. For my dissertation, I am assessing different governing board members
perspectives on the effectiveness of Community Health Center’s governing boards.
Because you are a current board member at one of the twenty-two South Carolina
Federally Qualified Health Centers, I am inviting you to participate in this research study
by completing the attached survey.
The following questionnaire will require approximately ten (10) minutes to complete.
There is no compensation for responding nor is there any known risk. In order to ensure
that all information will remain confidential, please do not include your name. If you
choose to participate in this project, please answer all questions as honestly as possible.
Participation is strictly voluntary and you may refuse to participate at any time.
Thank you for taking the time to assist me in my educational endeavors. The data
collected will provide useful and innovative information in the area of board
effectiveness. If you would like a summary copy of this study please complete and detach
the Request for Information Form and return to the above PO Box. Completion and
return of the questionnaire will indicate your willingness to participate in this study. If
you require additional information or have questions, please feel free to contact me.
__________________________
Brandi L. Wright
PhD Candidate
University of South Carolina
Arnold School of Public Health

***********************************************************************
Request Information
Please send a copy of the study results to the address listed below.
Name:
Address:
Please do not return this form with your survey. Return to Brandi L. Wright, PO
Box 275 Orangeburg, SC 29116
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2018 SURVEY OF COMMUNITY HEALTH CENTER GOVERNING BOARDS
SECTION I: BOARD BACKGROUND INFORMATION
Does this Board have a length of service term for members?
[ ] No

[ ] Yes (If Yes, please tell us about Board terms)
A Board term lasts: [ ] 3 years [ ] 4 years [ ] other

years

Can terms be repeated? [ ] No [ ] Yes ______(number of terms)
Is there is a required break in service? [ ] No [ ] Yes of _____ year(s).

What best describes how the performance of the CEO/Administrator is evaluated?
[ ] By the Board
[ ] By a system CEO
[ ] By a subcommittee of the Board

[ ] Other

SECTION II: CHARACTERISTICS OF BOARD
For each of the statements in each section, please indicate the extent of your agreement or
disagreement from your perspective as a Board member. (1 – Strongly Agree, 5 – Strongly
Disagree) Circle your response:

A. FUNCTION
1. Roles and Responsibilities
The responsibilities and role of Board members are clearly defined.
Descriptions of Board member responsibilities exist in writing for this
Board.
The roles and responsibilities of Board members are distinct from
those of the administrative staff.
The Board delegates to the CEO the authority to lead the staff and
carry out the organization’s mission.
Board assumes ultimate responsibility for quality of patient care.
The Board monitors quality of care, patient safety, and outcome
indicators.
2. Policies
Our Board accepts the responsibility for setting the organization’s
policies.
Once adopted, the mission statement is codified into Board policy.
Strong policies exist for the key areas of finance, personnel, quality,
safety, ethics, and all functions unique to our organization’s work.
The Board reviews policies at least annually, and updates them as
needed.

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

3. Finance
This Board has the authority to approve the organizational budget.
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Board members receive appropriate financial information at least
monthly.
Financial reports are clearly understood by the Board.
The Board identifies any early warning signals of poor financial
performance.
The Board requires an annual external audit & considers the auditors’
recommendations.

1 2 3 4

5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

4. Planning
The CHC has a strategic plan that is easily understood.
This Board has the authority to establish and approve organizational
strategy.
The budget accurately reflects the priorities established in the strategic
plan.
The strategic plan is used effectively to guide and evaluate efforts
during the year.
Comprehensive strategic plan updates are provided to the Board at
least annually.

B. PERFORMANCE
1. Decision Making
Board members actively participate in the decision-making process.
The Board recognizes complexities and subtleties in the issues it faces,
and draws upon multiple perspectives to dissect complex problems
and to synthesize appropriate response.
The Board demonstrates good problem solving skills.
Board meetings are conducted in a manner that ensures timely
resolution of issues.

2. Relationships (External and Internal)
The Board consistently functions openly in a collegial, team building
manner.
Board has an effective process for removing non-performing Board
members.
Board members clearly understand their relationship to management,
employees and the medical staff.
Board has a strong sense of important community health care needs
and issues.
The Board ensures that the CHC meets the community’s healthcare
needs.

3. Accountability & Assessment
The Board takes into account the culture, values, mission, and norms
of the organization it governs
The Board nurtures the development of its members as a group and
fosters a sense of togetherness and teamwork.
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Board members actively engage in formal self-assessment annually,
examining strengths and weaknesses and planning for improved
performance.
Board members uncover particular areas of under-performance and
identify best solutions.
The current governance structure and process makes efficient use of
the Board’s time.

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

The Board has a well-developed, formal orientation process for new
1 2 3 4
members.
All new Board members successfully complete the orientation process. 1 2 3 4
The orientation process successfully introduces Board members to
1 2 3 4
health care, their Board and governance culture, and the CHC’s
services.

5 DK

C. BOARD DEVELOPMENT
1. Orientation
5 DK
5 DK

2. Knowledge
The Board is knowledgeable about the bylaws of the Board.
The Board lacks the necessary skill sets for effective governance.
The expertise/skill levels needed to be an effective board for this
organization are adequately represented among current board
members.
This Board keeps itself well informed about our organization’s
performance against predetermined plans and goals.

1 2 3 4
1 2 3 4
1 2 3 4

5 DK
5 DK
5 DK

1 2 3 4

5 DK

1 2 3 4

5 DK

1 2 3 4
1 2 3 4

5 DK
5 DK

1 2 3 4

5 DK

3. Education & Training
Board members get continuing education on quality
assurance/performance improvement.
Board development is effectively based on identified needs.
All Board members participate in a well-developed continuing
education process.
Orientation is reinforced by an ongoing program of education and
development.

How effective do you perceive your board to be? (Check one response)
[ ]Extremely [ ]Very [ ]Moderately [ ]Slightly [ ]Not at all
Our Board would benefit from training in the following areas: (Check all that apply)
[
[
[
[
[

] Board Governance Responsibilities
] Strategic Planning
] Patient Quality/Safety
] Public Relations/Crisis Management
] Other

[
[
[
[

] Leadership and Management
] Financial Performance
] Market/Community Awareness
] Legislative Concerns
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SECTION III: INDIVIDUAL
What is your age? [ ] 35 years or below [ ] 36–49 years [ ] 50–64years
Income Level: [ ] Less than 25,000
Your highest level of education:

[ ] 65 years & above

[ ] 25,000 – < 50,000 [ ] 50,000 – < 75,000 [ ] 75,000>
[
[
[
[
[
[

]
]
]
]
]
]

High School
[ ] Attended College
College Degree
Graduate Degree, non clinical (e.g., MBA, PhD)
Graduate Degree, clinical (e.g., MSW, PhD)
Medical Degree (MD, DO)
Other ______________________________

Thank you for your time and participation.
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APPENDIX C: LETTER TO SC FEDERALLY QUALIFIED HEALTH CENTER
DIRECTORS
Brandi L. Wright, MPH, PhD(abd)
PO Box 275
Orangeburg, SC 26116
803-533-3659
brandiwright@hotmail.com

To: South Carolina Federally Qualified Health Center Directors:
My name is Brandi L. Wright and I am a doctoral candidate in the School of Public
Health (Health Services Policy and Management Department) at the University of South
Carolina. My dissertation topic is the “Effectiveness among Community Health Center
Governing Boards: An Assessment of the Different Governing Board Members
Perspective”. To obtain the needed information to complete my studies, I would like to
survey board members from the twenty-two community health centers located in South
Carolina. With assistance from the South Carolina Primary Health Care Association and
Ms. Lathran Woodard, I am asking for your help in the process of distributing the survey
to your respective board members. Hopefully, this survey can be administered
prior/during your monthly board meetings with your approval. Information regarding the
survey is included in this packet along with a copy of the survey. I am asking you to
allow me to administer and collect the surveys immediately before or during your
regularly scheduled monthly board meeting. It is considered primary data collection and I
am trying to attain as close to 100 percent return rate as possible. Your community health
centers participation will be greatly appreciated and results will be shared with
organizations. I thank you in advance for support in this process.
Brandi L. Wright, MPH, PhD(abd)
PO Box 275
Orangeburg, SC 29116
803-237-2258
brandiwright@hotmail.com

cc: Lathran Woodard
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APPENDIX D: BOARD MEMBER RESPONSES
2018 SURVEY OF SC COMMUNITY HEALTH CENTER BOARDS
SECTION II CHARACTERISTICS OF BOARD
BOARD MEMBER RESPONSES
A. FUNCTION
1. Roles and Responsibilities

SA

The responsibilities and role of Board members are clearly
defined.
Descriptions of Board member responsibilities exist in
writing for this Board.
The roles and responsibilities of Board members are
distinct from those of the administrative staff.
The Board delegates to the CEO the authority to lead the
staff and carry out the organization’s mission.
Board assumes ultimate responsibility for quality of
patient care.
The Board monitors quality of care, patient safety, and
outcome indicators.

SD

104
86
107
88.4
103
85.1
112
93.3
89
73.5
105
86.8

8
6.6
8
6.6
2
1.7
0

105
86.8
87
71.9
112
92.5

0

0
8
6.6

9
7.4
6
5
16
13.2
8
6.6
16
13.2
8
6.6

0

0

0

0

0

0

0

0

0

0

0

8
6.6
0

8
6.6
0

1
.8
8

0

0

6
4.9
0

7
5.7
0

0

2. Policies
Our Board accepts the responsibility for setting the
organization’s policies.
Once adopted, the mission statement is codified into
Board policy.
Strong policies exist for the key areas of finance,
personnel, quality, safety, ethics, and all functions unique
to our organization’s work.
The Board reviews policies at least annually, and updates
them as needed.

5
4.1
0

8
6.6
8
6.6
8
6.6

8
6.6
8
6.6
1
.8

97
80.1

16
13.2

8
6.6

0

0

0

89
73.5
113
93.3
73
60
70
57.9

8
6.6
0

8
6.6
8
6.6
8
6.6
16
13.2

4
3.3
0

4
3.3
0

8
6.6
0

0

0

0

2
1.7

0

0

3. Finance
This Board has the authority to approve the organizational
budget.
Board members receive appropriate financial information
at least monthly.
Financial reports are clearly understood by the Board.
The Board identifies any early warning signals of poor
financial performance.
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40
33.3
33
27.3

The Board requires an annual external audit & considers
the auditors’ recommendations.

4. Planning

97
80.1

0

8
6.6

0

0

SA

The CHC has a strategic plan that is easily understood.
This Board has the authority to establish and approve
organizational strategy.
The budget accurately reflects the priorities established in
the strategic plan.
The strategic plan is used effectively to guide and evaluate
efforts during the year.
Comprehensive strategic plan updates are provided to the
Board at least annually.

81
66.9
89
73.5
80
66.1
73
60.3
82
67.7

16
13.2

SD
24
20
16
13.2
33
27.3
24
20
23
19

8
6.6
8
6.6
8
6.6
8
6.6
8
6.6

0

0

97
80.1
65
53.7

24
20
40
33.3

73
60.3
89
73.5

8
6.6
8
6.6
0

0

0

0

0

5
4.13
0

6
4.9
0

5
4.13
8
6.6

0

0

0

16
13.2

0

0

40
33.3
32
26.7

8
6.6
0

0

0

0

0

0

0

0

8
6.6
16
13.2
0

8
6.6
5
4.13
0

0

0

1
.8
32
26.7
8
6.6
0

0

0

0

0

B. PERFORMANCE
1. Decision Making
Board members actively participate in the decision-making
process.
The Board recognizes complexities and subtleties in the issues it
faces, and draws upon multiple perspectives to dissect complex
problems and to synthesize appropriate response.
The Board demonstrates good problem solving skills.
Board meetings are conducted in a manner that ensures timely
resolution of issues.

2. Relationships (External and Internal)
The Board consistently functions openly in a collegial,
team building manner.
Board has an effective process for removing nonperforming Board members.
Board members clearly understand their relationship to
management, employees and the medical staff.
Board has a strong sense of important community health
care needs and issues.
The Board ensures that the CHC meets the community’s
healthcare needs.

96
79.3
57
47.1
88
72.7
80
66.1
88
72.7

24
20
16
13.2
4
3.3
24
20
24
20

88
72.7
85
70.2
63
52

24
20
24
20
24
20

8
6.6
8
6.6
24
20

0

0

0

0

0

0

0

0

8
6.6

73
60.3
87
71.9

40
33.3
24
20

8
6.6
8
6.6

0

0

0

0

0

0

0

3. Accountability & Assessment
The Board takes into account the culture, values, mission,
and norms of the organization it governs.
The Board nurtures the development of its members as a
group and fosters a sense of togetherness and teamwork.
Board members actively engage in formal self-assessment
annually, examining strengths and weaknesses and
planning for improved performance.
Board members uncover particular areas of underperformance and identify best solutions.
The current governance structure and process makes
efficient use of the Board’s time.
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C. BOARD DEVELOPMENT
1. Orientation

SA

The Board has a well-developed, formal orientation process for
new members.
All new Board members successfully complete the orientation
process.
The orientation process successfully introduces Board members
to health care, their Board and governance culture, and the
CHC’s services.

88
72.7
73
60.3
86
71

SD
16
13.2
16
13.2
8
6.6

16
13.2
24
20
24
20

0

0

0

0

0

0

0

8
6.6
0

2. Knowledge
The Board is knowledgeable about the bylaws of the Board.
The Board lacks the necessary skill sets for effective
governance.
The expertise/skill levels needed to be an effective board for
this organization are adequately represented among current
board members.
This Board keeps itself well informed about our
organization’s performance against predetermined plans and
goals.

80
66
32
26.4
83
68.5

24
20
8
6.6
22
18.2

16
13.2
16
13.2
16
13.2

0

0

0

0

0

0

57
46.7
0

57
47.1

40
33.3

16
13.2

0

0

0

0

0

0

0

8
6.6
0

0

0

0

0

0

0

0

3. Education & Training
Board members get continuing education on quality
assurance/performance improvement.
Board development is effectively based on identified needs.
All Board members participate in a well-developed continuing
education process.
Orientation is reinforced by an ongoing program of education
and development.
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